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frontispiece 
“It must not for a moment be forgotten that the 


core of any social plan must be the child. Every 
proposition we make must adhere to this core.” 


—Report of the Committee 
on Economic Security, 
January 15, 1935. 
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A TWENTY-YEAR PERSPECTIVE 
ON SERVICES TO CHILDREN 


MARTHA M. ELIOT, M. D. 
Chief, Children’s Bureau 


WENTY YEARS AGO, on August 14, 1935, 

the Congress took a major step in behalf of the 

Nation’s children when it restored and expanded 
its earlier program of grants to the States for health 
services for mothers and children, and provided for 
additional health and welfare services. 

Congress’ first effort to assist the States, the Ma- 
ternity and Infancy Act of 1921, had been limited in 
time to the years between 1921 and 1929, and in cov- 
erage to health care in the maternity and infancy 
periods. Restoration of this program had been ad- 
vocated for a number of years by civic and profes- 
sional organizations and individuals concerned with 
the serious health conditions affecting child life. 
The beginning of the great depression in 1929 had 
been coincident with the withdrawal of these grants. 

In the fall of 1934, the work of a Cabinet Commit- 
tee on Economic Security was nearing completion. 
Proposals for Federal legislation to establish pro- 
grams of social insurance against loss of income due 
to age, unemployment, illness, or disability, and fi- 
nancial assistance for the needy aged were under dis- 
cussion with technical committees. At about this 
time the desirability of including in its proposed 
omnibus bill measures that would strengthen State 
health services generally and the maternal and child- 
health services in particular became apparent. 
Therefore, the Committee asked the Public Health 
Service and the Children’s Bureau to prepare ma- 
terial in their respective areas of concern. With the 
help of an advisory committee especially formed for 
the purpose, the Children’s Bureau responded with 
proposals which ultimately formed the basis of two 
titles of the Social Security Act, passed by Congress 
that memorable August 14. These not only restored 
the maternal and child-health program, this time 
Without limitation on the age of children or duration 
of the program, but also accepted Federal responsi- 
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bility for helping to meet other kinds of need among 
children in the welfare as well as health fields. 

In gathering information for the Cabinet Commit- 
tee to use in support of its proposals on behalf of 
children, the Children’s Bureau had been able to turn 
to many reports that bore testimony to the need for 
action in the child-health and welfare fields. Though 
our national infant mortality rate had been falling, 
it was still considerably in excess of the rates in coun- 
tries with the best records. As a result of 5 years 
of economic depression there was much malnutrition 
including serious protein and vitamin deficiency 
among children. Infectious and communicable dis- 
sases were still taking too high a toll of infants’ and 
preschool children’s lives. 

Studies made by the Children’s Bureau and reports 
from many voluntary organizations had shown that 
large numbers of crippled children were going with- 
out care in many States, especially in rural areas. 

And yet the knowledge and skills existed in many 
medical centers that would save thousands of chil- 
dren from going through life severely handicapped 
or even entirely incapacitated if they could be made 
available to the children who needed them. 


Progress and Resources 


On the plus side was the work of the Society for 
the Prevention of Infant Mortality, predecessor of 
the American Child Health Association. There was 
also a wealth of material for the use of professional 
health and welfare workers which had been brought 
together by the White House Conference on Child 
Health and Protection in 1930. That year, too, saw 
the establishment of the Academy of Pediatrics with 
its basic objective of “correlating all aspects of work 
for the welfare of children which properly come 
within the scope of pediatrics.” This meant that 
prevention of disease and a positive approach to 
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child health and welfare as well as the application of 
new knowledge in treatment were becoming more and 
more common in pediatric practice. 


In those years too, modern concepts and new 
knowledge of child growth and development were 
beginning to emerge from psychiatric and child- 
guidance clinics, and from the child-research centers 
that had been established in various universities. 

However, as the depression deepened in the early 
thirties, State and local health agencies found their 
funds for personnel and services severely reduced. 
In many States child-health programs built up under 
the Maternity and Infancy Act in the twenties were 
curtailed markedly or abandoned entirely. 

By the fall of 1934, therefore, there was ample evi- 
dence of the need for renewal of grants to States for 
maternal and child-health programs, and for the 
establishment of Federal aid for the medical, hos- 
pital, and followup care of crippled children. 


Landmarks for Children 


Restoration and enlargement of the maternal and 
child-health program in that summer of 1935 meant 
that a new day for the health of mothers and chil- 
dren was born, especially for those in rural areas. 
New methods of work, new activities of many dif- 
ferent kinds in maternity care, infant and preschool 
health programs, health programs for school chil- 
dren could now be stimulated through the special 
provision in the new Federal legislation calling for 
demonstrations in each State. A provision allowing 
part of the grant to be unmatched by State funds 
gave the States the opportunity to be imaginative as 
well as realistic in starting new training activities 
and new types of programs. 

But this new development in maternal and child 
health was not the only landmark in the history of 
Federal-State programs for children reached on 
August 14,1935. Three other programs for children 
came into being at the same time: those providing 
grants to the States for medical and related care of 
crippled children, for child-welfare services espe- 
cially in rural areas, and for aid to dependent chil- 
dren wherever needed. This last was part of the 
income-maintenance provisions of the Social Secu- 
rity Act, which also included programs of assistance 
to the needy aged and the blind, and of social in- 
surance against old age and unemployment. Sub- 
sequent provisions added survivors benefits on the 
death of the breadwinner to the old-age insurance 
program, and financial assistance for the disabled. 

The grant-in-aid program of services to crippled 
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children was the first Federal-State adventure in the 
realm of medical care. Through it State agencies 
have been able to establish or extend and improve 
State programs designed to locate crippled children 
and to provide them with hospital and clinic care, 
the services of doctors, surgeons, nurses, physical and 
occupational therapists, and medical social workers, 
and followup care in convalescent home, in the child’s 
own home, in clinics or doctors’ offices. 

In the earliest days of the program there was in- 
jected the concept of treating the whole child rather 
than a paralyzed arm, a damaged heart, or a “case” 
of deafness or epilepsy. As a corollary there de- 
veloped the concept of care by a team of professional 
workers, including doctor, nurse, social worker, 
therapist, psychologist, nutritionist, and educator. 

As these new principles were put into practice to 
benefit handicapped children, their values spread to 
the work for children and mothers under the ma- 
ternal and child-health service. Thus medical social 
work associated with the crippled children’s pro- 
grams began to have an influence in child-health 
clinics and in maternity services. 

For that all-too-large group of our Nation’s chil- 
dren, the “homeless, neglected, dependent, and those 
in danger of becoming delinquent,” the Children’s 
Bureau when asked in 1934 to frame proposals for 
legislation to improve the public provisions for chil- 
dren, brought forward two other major ideas. Both 
had grown out of studies and experience of the Bu- 
reau itself, of the State welfare agencies, and of many 
voluntary child-welfare organizations. From the 
days of the earliest societies for the prevention of 
cruelty to children in the 19th century to the nation- 
wide Federal relief program in the depression years 
of the early thirties there had developed increasingly 
clear concepts of the public responsibility for chil- 
dren lacking in appropriate care and protection. 

In the early decades of the 20th century, particu- 
larly in urban areas, some public as well as an 
increasing number of voluntary agencies had been 
developing practices and working out the principles 
on which State legislation for the care and protec- 
tion of children could be based. The pendulum of 
professional opinion had swung away from institu- 
tions as the primary resource for homeless children. 
Foster-family placement gained ground rapidly in 
voluntary agencies and in the more advanced depart- 
ments of public welfare. By the second and third 
decades the realization that children developed more 
normally when at home in the care of their own moth- 
ers led to enactment of State laws providing for 
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“mothers” pensions” or “widows’ aid” to families in 
which the normal breadwinner was dead or perma- 
nently absent. Encouraged by Children’s Bureau 
studies that showed the value of such programs, an 
increasing number of States enacted such laws. 

Despite this salutary development in State laws, 
the programs they authorized proved to be far from 
adequate, particularly with the coming and pro- 
longed lingering of the great economic depression. 
This showed up sharply at a conference called in 
Washington in 1933 by the Children’s Bureau to con- 
sider the emergency needs of dependent and neg- 
lected children. In only 15 States authorizing moth- 
ers’ aid were there actual State appropriations; in 
others what aid there was came from local funds and 
was provided in only a few counties. Services to 
children needing other forms of protection were 
equally haphazard. In too many places such chil- 
dren were at the mercy of hit-or-miss decisions on 
the part of juvenile courts lacking probation or so- 
cial-work staffs and were too often placed in institu- 
tions far from home and forgotten. 

By 1934, then, the urge was strong for Federal 
grants to help all States extend financial aid and 
welfare services to children, particularly to the rural 
areas where little had previously been provided. 
The proposals made by the Children’s Bureau for 
Federal grants to the States for child-welfare serv- 
ices and for aid to dependent children were modified 
in the process of legislation and eventually incor- 
porated in the omnibus act as parts of the grant pro- 
grams administered by the Children’s Bureau and 
by the Social Security Board, respectively. 

The close association in the Children’s Bureau of 
the child-welfare and health programs has materially 
aided both. A basic concept of the Bureau that 
every child must be treated as a whole human being, 
growing, developing, reacting to adverse physical, 
social, or emotional conditions in various ways, has 
stimulated its health and welfare specialists to utilize 
and incorporate each other’s knowledge, understand- 
ing, and skill in the planning and conduct of the 
programs for maternal and child heaith, for crip- 
pled children and for child welfare. Increasingly 
this same concept and similar interrelationships have 
developed in the States and localities. Increasingly 
local programs for the unmarried mother and her 
baby involve both maternal and child-health and 
child-welfare personnel and activities. Increasingly 
crippled children’s agencies call upon child-welfare 
agencies when placement of children in foster fami- 
lies is necessary. Increasingly the nutritionists in 
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FEDERAL EXPENDITURES FOR TITLE V PROGRAMS 
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While considerably more Federal funds went into all 
three services in 1954 than in 1937, the expansion be- 
comes less spectacular when expenditures are adjusted to 
a steady dollar value and to the rise in child population. 
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child-health programs give help to child-welfare 
workers with respect to diets for children in institu- 
tions. Increasingly there is joint action between 
health and welfare programs in utilizing mental- 
health resources for children and their parents and 
in developing more effective services to special groups 
of disadvantaged children such as migrants. 


Cataclysmic Times 

All the while these federally aided programs have 
been developing, cataclysmic events and miraculous 
discoveries have been affecting the chances of chil- 
dren for survival and for achieving a good life. 

They began in the midst of a great depression 
marked by unprecedented unemployment and devas- 
tating drought—in the days when many teen-agers 
took to the road to relieve their parents of another 
mouth to feed, when many fathers despairing of 
their ability to support their wives and children 
walked out of their homes forever, when young 
people finishing school faced a bleak, jobless world. 

Within a few years, however, the economic depres- 
sion gave way to a period of unprecedented indus- 
trial activity—and war. Now teen-age boys left 
home not to roam the country in search of work but 
to kill or be killed on the battlefront. Others too 
young or rejected as unfit for military service 
dropped out of school to take jobs, attracted by the 
high wages of war industries. Young girls, many 
of them in their teens, left home too, to become camp 
followers, lured by the glamour of uniforms, the 
expectation of marriage, or a distorted idea of pa- 
triotism. Illegitimate births increased. 

Child-labor laws cracked in State after State as 
the normal labor pool was drained dry and employ- 
ers looked to adolescents to fill some of their needs. 
Women went to work in increasing numbers, leav- 
ing their small children with relatives, with older 
children, in day-care centers, or on their own. Oth- 
ers dragged their children from one overcrowded 
camp community to another in order to be with their 
husbands as long as possible. Thousands of non- 
military families also tore up roots to move to al- 
ready overcrowded industrial communities lacking in 
sufficient housing, sanitary facilities, or health, edu- 
cational, recreational, or welfare services. 

In those harassing days most health and welfare 
agencies, public and private, were caught on the horns 
of increasing demands for service and loss of person- 
nel. Nevertheless, through the help of special Fed- 
eral measures—such as the Lanham Act for the pro- 
vision of community facilities, including day-care 
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centers—the coordinated effort of national voluntary 
agencies by way of the USO, and the community- 
organization efforts of the Office of Civilian Defense, 
some necessary services were extended to the new or 
greatly overgrown communities around military in- 
stallations or war industries. Because the section of 
the Social Security Act providing for child-welfare 
services mentions “areas of special needs” as well as 
rural areas, the focus of this program also could be 
turned to war-impact communities. 

The good that came from the ill winds of war can 
mainly be found in the great technical achievements 
which have helped to revolutionize medical care and 
surgical and rehabilitative procedures. These have 
had a profound effect on services to crippled children, 
Also far-reaching in its aftereffects was the experi- 
ence gained in providing maternity care to the wives 
of servicemen through the Emergency Maternity and 
Infant Care program. Established by Congress and 
administered by the Children’s Bureau as part of its 
maternal and child-health program, this farflung 
project gave impetus to the improvement of obstetri- 
cal services in communities throughout the land, 
helped sharpen the skills and teamwork of the pro- 
fessional persons involved, and demonstrated the 
meaning of good prenatal and infant care to 1,250,000 
young childbearing women. 


The Climate Today 


Ten years have passed since the first atomic blasts 
ended World War II and brought humanity face to 
face with its own power for self-extinction. 

During this decade the country has been reaping 
the harvest of its wartime upheavals in high divorce 
rates—with their corollary of broken homes for 
children—and an almost steadily increasing inci- 
dence of violence and lawlessness among teen-agers, 
the babies and toddlers of those wartime days of 
family uprootings and separations. Moreover, many 
of the strains and upheavals of those war years have 
failed to disappear. New “defense communities” 
have sprung up around atomic installations, dupli- 
‘ating many of the living problems posed by the 
one-time war-impact communities. Post-adolescents 
are still leaving home and school for the Armed 
Forces. Young wives still follow their husbands 
from camp to camp and even across the seas. Em- 
ployment among mothers of young children has re- 
mained high. Child labor has not entirely disap- 
peared, especially in bowling alleys and on indus- 
trialized farms. Childbirth among unmarried 


(Continued on page 160) 
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CHILD-HEALTH . SERVICES 
SINCE 1935 


EDWARD R. SCHLESINGER, M. D., M. P. H. 
Associate Director of Medical Services New York State Department of Health 


HE SOCIAL SECURITY ACT of 1935 estab- 

lished a new landmark in the development of 

health services for the mothers and children of 
the United States. One section especially, Title V, 
was of direct significance in the development and ex- 
pansion of child-health services in the various States 
and Territorities. This title authorized Federal 
grants to be made each year to the various States, 
through the Children’s Bureau, to help them extend 
and improve their maternal and child-health and 
crippled children’s services. 

Although the Maternity and Infancy Act of 1921, 
commonly known as the Sheppard-Towner Act, had 
previously set a precedent for Federal grants for 
child-health purposes, the Social Security Act went 
beyond the provisions of the earlier legislation in 
several important respects. Services under the 
Sheppard-Towner Act had been confined to those re- 
lating to the maternity cycle and early childhood, 
whereas those under the Social Security Act raised 
the upper age level of eligibility to 21 years. Title 
V also authorized, for the first time, grants-in-aid for 
medical and related services for handicapped 
children. 

Of most significance, however, was the fact that 
the grants under the new act were not conceived as 
temporary measures with a specific termination date. 
Many of the gains made with the support of Shep- 
pard-Towner grants were lost in the early 1930’s 
following the termination of the act in 1929. On the 
other hand, the size of the appropriations for both 
maternal and child-health and crippled children’s 
services under the Social Security Act has been in- 
creased on several occasions since 1935. 


rhe Federal grants have played a significant role 


In most States. In those with the lowest per capita 
Incomes the grants established a means for financing 
child-health services. These States, generally with 


higher birth rates and more acute health problems, 
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received proportionately greater Federal grants, 
often exceeding the proportion of taxes they paid 
into the Federal Government. Thé result was a 
much higher level of child-health services than they 
could otherwise have attained. 

Even the more well-to-do States that had devel- 
oped basic child-health services without Federal aid 
could point to tangible benefits from the grants. 
While they might have been on the short end of the 
stick in the exchange of Federal taxes and funds, the 
availability of Federal grants affected the further 
development of their child-health services. For 
them, the Federal funds often took on the semblance 
of an “extra,” which State officials controlling the 
purse strings were more willing to use for experi- 
mental or demonstration programs or for special 
studies than they were in the case of direct State 
funds. The Children’s Bureau’s administrative de- 
cision to encourage the States to set aside a portion of 
the grants specifically for demonstration projects and 
broad training programs further paved the way for 
new departures in the child-health field. 


An Era of Development 


Passage of the Social Security Act came at the 
threshold of an era of unprecedented development 
bearing, directly or indirectly, on the health of 
mothers and children. During the next 20 years 
changes in the overriding concepts of health and of 
child rearing, the spectacular scientific advances in 
medicine and related fields, the broadening responsi- 
bilities of a number of professional disciplines in the 
health field, and changes on the social and legislative 
scenes all had significant impacts on the way services 
developed. Many of these changes were in turn af- 
fected by the direction in which child-health services 
were developing. 

In the two decades since 1935 there has been in- 
creasing acceptance of health as a positive goal, and 
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includes 17-20 year olds in the armed forces 


Our population now includes 12 million more children 
than it did in 1935, and a much greater proportion of 
children than then in the 5—9 and under 5 years groups. 


not simply the elimination of overt disease. This 
understanding was codified in the World Health Or- 
ganization’s definition of health as a state of com- 
plete physical, mental, and social well-being and not 
merely the absence of disease or infirmity. During 
this same period there was a sharp swing away from 
rigid concepts of child rearing and toward a more 
permissive attitude that looked upon the infant and 
the child as a person whose emotional and physical 
needs should be met on an individual basis. The 
potential damage to the emerging personality from 
prolonged institutionalization, especially during in- 
fancy, was clearly established, with a resulting em- 
phasis on placing young children in suitable foster 
families when they cannot be with their own parents. 
There has also been increasing realization of the pos- 
sible emotional trauma resulting from hospitaliza- 
tion of young children, even in the absence of surgery, 
and a trend toward adequate preparation of children 
for the experience of hospitalization. 

In 1935, the Nation was starting an upswing to- 


128 





ward a prolonged period of higher living standards 
which accelerated rapidly after 1940 in spite of the 
dislocations of war and inflation. In the ensuing 
years the birth rate rose steadily and sharply until 
it reached and maintained a relatively high plateau 
during the past decade. The trend toward smaller 
families was reversed and the middle-class “ideal 
family” with two children gave way to a family of 
three, four, or more children. Even in the face of 
a high incidence of divorce and separation, family 
disruption on the whole was markedly reduced as a 
result of an even greater decrease of disability or 
death of one or both parents. 

During these past 20 years new technical develop- 
ments have come thick and fast in medical and re- 
lated fields. First, the sulfa drugs, and later the 
antibiotics, accelerated the already rapid decline in 
mortality from infectious diseases during the puer- 
peral period and childhood, and made possible the 
control of rheumatic fever and the kidney disease, 
acute nephritis. The availability of an improved 
raccine has been a major factor in eliminating 
whooping cough as a public-health problem. Now 
the advent of an effective vaccine against polio- 
myelitis promises to accomplish similar results with 
infantile paralysis. 

New developments in the use of blood and blood 
derivatives have had lifesaving applications in un- 
expected fields. A striking recent example has been 
the use of gamma -globulin in infants and young 
children who suffer serious infections because of a 
low level of gamma globulin in their own blood. Ad- 
vances in pre- and post-operative management and 
in surgical techniques have made surgery safe dur- 
ing the newborn period, and have made many pre- 
viously hopeless conditions of the heart and blood 
vessels and other systems of the body amenable to 
surgical correction or alleviation. Lessons learned 
in physical medicine and rehabilitation during and 
after the second World War have been rapidly 
applied to the care of children as well as adults. 
Progress in electronics has made possible new devel- 
opments in audiology for the testing and training of 
children with impaired hearing and for the develop- 
ment of hearing aids suitable in size and durability 
for children. 

In some instances, solution of old problems has in- 
troduced new difficulties, only to be followed by 
solution of the new problem as a result of intensified 
research. 

Two striking examples may be cited. After the 
relationship of Rh incompatibility to erythroblasto- 
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sis fetalis, a generally fatal anemia of the newborn, 
was understood and applied, the improved survival 
rate following use of multiple transfusions appeared 
to be accompanied by an increase in the number of 
vases of kernicterus, a complication affecting the 
brain, with its frequent sequelae of mental deficiency 
and cerebral palsy. The development of exchange 
transfusions and of improved laboratory methods for 
determining proper indications for their use has re- 
duced this problem to very low levels. 

The rapidly mounting incidence of sight-destroy- 
ing retrolental fibroplasia among premature infants 
caused some people to question the desirability of 
applying the expensive and time-consuming tech- 
niques which had been increasing the premature 
baby’s chances of survival only to have a blind child 
as the outcome. The urgency of the problem stimu- 
lated research in many medical centers and finally 
led to an understanding of the role of excessive use 
of oxygen in producing the retinal changes and irre- 
versible stages of retrolental fibroplasia. As a re- 
sult, it is likely that new cases of blindness from this 
cause will become a rarity in the near future. 


The Team Concept 


The past two decades have also seen increasing 
acceptance and use of persons from many profes- 
sional disciplines as essential members of the health 
team—social workers, nutritionists, health educators, 
and physical therapists, tonamea few. Rather than 
displacing physicians and nurses from their tradi- 
tional roles in the provision of health services, they 
have made new contributions as a result of their own 
specialized training and experience. These have 
strengthened the services of the long-established dis- 
ciplines. A basic concept of care has developed. 
In essence, this implies the pooling of the specific 
contributions of each discipline, the joint considera- 
tion of the information obtained, and the common 
development and carrying out of a broad plan of 
treatment. 

This team concept has been most highly developed 
in the management of children with various handi- 
‘apping conditions, in which the treatment plan has 
included, along with physical rehabilitation, consid- 
eration of the child’s emotional needs, adjustment of 
the child and his parents to the handicap, education, 
and, for older children, vocational testing, guidance, 
and training. Training of professional personnel 
has placed increasing stress on the team concept, 
especially in short-term training financed through 
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CHANGES IN CAUSES OF CHILD MORTALITY 
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Accidents continue to be a leading cause of death among 
children as deaths from acute diseases have dropped spec- 
tacularly. The figures for the 15-to-19-year-old group 
do not include deaths in the Armed Forces overseas. 
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Teams from 


special grants from Title V funds. 
the different health disciplines in various combina- 
tions have been trained, for example, in the care of 
premature infants, in the management of children 
with rheumatic fever, and in the rehabilitation of 
orthopedically handicapped children. 


For School-Age Children 


Many changes have taken place in the provision 
of health services for children of school age. In 
the mid-1930’s few voices had been raised to question 
the sterile program of regular health examinations of 
school children, with little attention to followup pro- 
cedures to secure correction of adverse conditions 
found. The school physician was usually caught 
in the web of routine examinations, and little attempt 
was made to bring the family physician into the pro- 
gram. The emotional climate of the school and the 
management of the emotionally disturbed child were 
usually considered entirely apart from health 
services, 

Today the routine cursory examination in the 
school is being replaced increasingly by more ade- 
quate, although possibly less frequent, medical exam- 
inations by the family physician or, when this is not 
possible, by the school physician. Screening tests 
for vision and hearing are being widely employed. 


GROWTH IN MATERNAL 
AND CHILD-HEALTH SERVICES 
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Well-child conferences in the federally-aided maternal 
and child-health programs are now serving about three 
times as many infants and preschool children as in 1937. 
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Greater emphasis is being placed upon teacher ob- 
servation of individual children and upon frequent 
conferences between teacher and nurse on suspected 
health problems. Often these conferences are a 
prelude to special examinations by the physician, 
so that the physician devotes his attention to the 
children most urgently in need of care. The school 
physician is increasingly being regarded as a con- 
sultant in all matters pertaining to health in the 
schools. 

True, these changes have occurred more in concept 
than in practice in all too many places. The longer 
history of school-health services and the weight of 
long-established practices have tended to retard 
progress more in this field than in other areas of 
child-health services. An added factor has been the 
divided and frequently unclear responsibilities of 
educational and health authorities in the admin- 
istration of health services for school children. This 
problem must be resolved through joint planning 
and good will within the local communities. 


Mothers and Infants 


After a long period in which little headway was 
made in reducing maternal mortality, a dramatic 
change occurred in the mid-1930’s when there began 
the steady, rapid decline in the maternal death 
rate which has led to the present low maternal mor- 
tality rates. Nevertheless, the rapidity of the de- 
cline has not led to complacency. There are prob- 
ably more maternal-mortality conferences held under 
the auspices of medical groups and health depart- 
ments, and more extensive maternal-health programs, 
than there were 15 or 20 years ago. The same tech- 
niques of investigation of maternal deaths, using the 
results of these investigations for professional edu- 
cation and to discover unmet needs in the commu- 
nity or State, have been applied to the still extremely 
important problem of intermediate and late fetal 
deaths and neonatal mortality. 

Educational techniques aimed at better prepara- 
tion for parenthood have also changed significantly. 
In 1935 classes for pregnant women, which had a 
tradition of well over a decade behind them, appeared 
to be on the wane. These classes placed a great deal 
of emphasis on preparation for home delivery and 
on the early diagnosis and care of serious complica- 
tions of pregnancy. They were available mainly to 
In recent years a different type 
of class for expectant parents, often including fathers 


low-income groups. 


as well as mothers, has become prevalent. 
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Aimed at giving the participants a real under- 
standing of pregnancy and childbearing, the mod- 
ern classes have become important adjuncts to medi- 
cal care, with participants usually being referred 
by their obstetricians. They convey important in- 
formation on nutritional needs during pregnancy 
and on child care after birth. Most important, how- 
ever, are the opportunities they provide expectant 
parents to express feelings and to ventilate anxieties 
ina group situation where they can see for themselves 
that their misapprehensions are common to many 
others. .The resulting relief of anxiety about preg- 
nancy:and childbearing presumably heips establish 
a sounder base for later care of the children and for 
better family relationships. 

Emphasis in child-health conferences has shifted 
from routine physical examinations, administration 
of immunizations, and advice on feeding to the 
mental-health aspects of child growth and develop- 
ment. The better child-health conferences provide 
ample opportunity for the mother to ask questions 
about the problems bothering her. The mother is 
kept informed of what to expect at each stage of her 
child’s development, so that needless anxiety can be 
avoided and behavior problems prevented. In some 
instances the traditional functions of the child- 
health conference have become adjuncts to what is 
essentially an educational program, with child-study 
groups being formed by the parents of the children 
seen in the conferences. 


Preventive Programs 


In no field of child health has there been a more 
radical change than in that of dental health. In 
1935 only secondary interest in children’s dentistry 
was manifested by the dental profession. Even if 
all dental manpower could have been concentrated 
on the care of children’s teeth, it would not have been 
able to clear up the backlog of dental caries and it 
probably would not have been able to keep up even 
with the increment of new caries. No preventive 
techniques were available which could be applied 
readily on a mass scale. There were few specific pro- 
grams concerned with dental health, and there was 
little that such programs could offer. Such chil- 
dren’s dental programs as did exist consisted largely 
of an endless treadmill of care for dental emergencies. 

Today prevention of dental caries has come to the 
fore. Fluoridation of community water supplies, 
although still a subject of controversy similar to that 
aroused by pasteurization of milk and chlorination 
of water in the early days of these public-health pro- 
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cedures, is rapidly being applied across the Nation. 
By the spring of 1955, about 1,040 communities hav- 
ing a total population of 21 million were being 
served with fluoridated water. This is most impres- 
sive when one realizes that about one-quarter of the 
total population living in communities with, water 
supplies lending themselves to fluoridation are 
already getting the benefits of this procedure. Chil- 
dren in these communities can look forward to having 
only one-third as many teeth affected by dental caries 
as have children in other localities and to the pros- 
pect of having simpler treatment to correct whatever 
dental caries develops. 

For children living in areas where water fluorida- 
tion is not possible or practical, another preventive 
technique is available—the application of a sodium- 
fluoride solution to the teeth. A series of such appli- 
cations at about 3-year intervals during childhood 
results in a reduction of about 40 percent in the num- 
ber of teeth affected by dental caries. While such 
rapid strides as have occurred with water fluorida- 
tion cannot be expected in instances of topical appli- 
cation of fluorides, because of the number of trained 
dental personnel required, the use of this approach 
has spread rapidly. 

Beyond this, courses in children’s dentistry are now 
an accepted part of the curriculum of the dental stu- 
dent, and practicing dentists are showing a steadily 
increasing interest in children’s dentistry. Many 
communities with fluoridated water supplies are now 
reaching the point where immediately available and 
interested dentists will be able to give adequate at- 
tention to the residual problem of dental caries. 

With the sharp decline in the infectious diseases 
and other causes of mortality in infancy and child- 
hood, death and disability following accidents have 
assumed relatively greater importance. Interest in 
the problem of childhood accidents has become wide- 
spread only in the past decade. Medical groups and 
voluntary health organizations, whose interests pre- 
viously were focused exclusively on the diagnosis and 
treatment of disease and various disabilities, have 
promoted public-health education, legislation, and 
other measures designed to reduce the hazard of acci- 
dents tochildren. There has been growing apprecia- 
tion of the dangers of leaving within children’s reach 
common medicines such as aspirin as well as many 
household materials which are ordinarily not con- 
sidered toxic. A recent development has been the 
organization of “poison centers” where persons who 
have taken toxic materials can receive emergency 
treatment and where information on the ingredients 
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of various substances ingested by children can be pro- 
vided to physicians and other persons on a moment’s 
notice. 


Paths for the Future 


Much has been accomplished in the field of child 
health in the past 20 years. While we can be proud 
of our achievements, there is no room for com- 
placency. Many needs must still be met. Meeting 
these needs will be a challenge to the ingenuity, 
energy, and devotion of persons in all fields bearing 
on the health of children. Future progress may be 
visualized as following three paths along which we 
must proceed simultaneously. These paths are: Re- 
search in the development of new techniques; the 
spread of available services to population groups not 
now reached ; and increased depth of services to those 
already served. 

Further research should be conducted in all fields 
of child health. In particular, intensified research 
is needed in what has been called the continuum of 
fetal wastage. The continuum starts with fetal and 
neonatal mortality, and extends through premature 
birth and through residual handicapping conditions, 
such as cerebral palsy, epilepsy, and mental de- 
ficiency, which are associated in varying degrees with 
disturbances of fetal development and delivery. The 
prevention of premature birth alone would cut the 
neonatal mortality rate in half and reduce to some 
extent the incidence of residual handicapping con- 
ditions. While much has been learned about the 
many factors which can produce congenital malfor- 
mations in experimental animals, only a start has 
been made in applying this knowledge to the pre- 
vention of congenital malformations in man. 

Mental health is another broad area for research. 
The possible relationship of controllable factors in 
emotional and social development to overt mental 
illness in later life still awaits clear demonstration. 
Similarly more needs to be known about the intrinsic 
factors of personality, the disturbances in intra- 
familial relationships, and the adverse community 
pressures which lead to delinquent behavior in chil- 
dren and adolescents. 

The second path to further progress in child health 
is the broader distribution of services to population 





groups now barely reached. Regular health super- 
vision, public-health nursing, and other basic health 
services are still lacking in many rural areas and in 
some socially and economically underprivileged 
groups. These are the very groups in which a con- 
centration of health probiems exists and which are 
hardest to reach for child-health services. Children 
in migrant families suffer all the handicaps of an 
unstable environment, usually with inadequate and 
temporary housing, poorly prepared foods of low 
protective value, and insufficient, constantly inter- 
rupted formal education. Only recently has thought 
been given to the development of an organized health 
and educational program for these children which 
will follow them from crop to crop along the stream 
of migrant labor. 

Finally, depth must be achieved in many child- 
health services now lacking the essential elements of 
complete programs. ‘Too many demonstration pro- 
grams have remained simply demonstrations of what 
could be accomplished on a broad scale if sufficient 
personnel and funds were available. Programs for 
handicapped children which lack consideration of the 
emotional needs of the child and his family inevi- 
tably fall short of their goal of fulfilling the child’s 
rehabilitation potential. School health programs 
that still place emphasis upon sterile, cursory health 
inspections at frequent intervals cannot be expected 
to reduce the prevalence of so-called physical defects 
nor to educate children in the value of good medical 
care. Child-health conferences which consist mainly 
of immunizations and advice on feeding miss the 
chief values of parent education and guidance in 
promoting optimal emotional development of chil- 
dren. Any child-health program lacking in depth 
is poor economy in the long run. 

In this brief discussion, it has been possible to 
present only some of the highlights in child-health 
developments over the past two decades. Clearly 
the momentum gathered over the years will result in 
further expansion and improvement of health serv- 
ices for mothers and children. What will be needed 
more than ever is periodic critical reappraisal of 
these services to be sure that outmoded procedures 
are not allowed to reduce their effectiveness and that 
proven new knowledge and techniques are applied as 
rapidly as possible. 
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TWENTY YEARS OF MATERNAL 
CARE 


SAMUEL B. KIRKWOOD, M. D. 


Commissioner, Massachusetts State Department of Public Health 


N THE 20 YEARS since the passage of the Social 
Security Act, a generation of Americans has 
grown to parenthood. Its children are being 
born into a different world. Twenty years ago 1 
out of every 172 mothers died; today only 1 in 1,900 
loses her life in childbirth. This dramatic saving of 
life is of tremendous importance, for of all tragedies 
perhaps the greatest is the loss of a mother’s life. 
Yet. it introduces other problems, for we can now turn 
to reduction of morbidity as a goal in itself. We 
can broaden our focus to see more in childbirth than 
the mere delivery of a living mother and a healthy 
child. 
we can dare to look at our methods to find out whether 
some elements of value are missing—or even whether 
some have been lost in the process. Perhaps we may 
even accept maternal care in its broadest sense as part 
of every phase of a woman’s life. In any event, at 
this 20-year mark a pause for reflection should be 
worth while. 

In reviewing the developments of the past 20 years 
it is rather astonishing to realize that the entire his- 
tory of any concerted efforts toward providing ma- 
ternal care barely antedates the score of years preced- 
ingthem. The first prenatal clinics were established 
in this country shortly after the beginning of the cen- 
tury. The development of modern maternal care has 
taken place in the United States within the last 50 
years. 

The first step was bold and brilliant. For cen- 
turies maternal care had begun with labor pains. 
The idea of preventing maternal diseases and ob- 
stetrical difficulties by anticipating them broke 
widely with tradition and made possible the future 
of maternal care. The prenatal clinic became a 
practical demonstration of the elimination of dis- 
ease through organized means for detecting its earli- 
est signs and symptoms. Gradually another funda- 
mental principle was established—that obstetrical 
difficulties could be controlled through building a 
sound physique by measures of general hygiene. It 


Now that this basic essential can be assured, 
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seemed logical that maternal mortality could be con- 
quered by a wide expansion of these clinics. 

Great progress was made, but the results fell short 
of hopes. Apparently only a partial answer had 
been found. 

As time went on closer inspection of mortality 
statistics brought out an important fact. Although 
the overall death rates had been reduced, the relative 
ratios of the three major causes—toxemia; sepsis; 
hemorrhage, trauma, and shock—remained essen- 
tially the same. Any improvement, therefore, re- 
flected advances against all the hazards of pregnancy 
and not against any one alone. 


Broadening Concepts 


Good prenatal care availed little if accouchement 
was delegated to poorly trained practitioners with 
poor facilities. Sepsis in the puerperium resulting 
from inept delivery could undo all that good tech- 
nique had accomplished up to that point. Realiza- 
tion of this profoundly affected all future programs, 
for it brought realization that advance must be made 
along a broad front. To be sure, salients here and 
there could be pushed out, but the line eventually had 
to be straightened. 

This concept at first seemed to supply all that was 
lacking to reach the ultimate goal—that no mother 
or child should die or suffer harm in childbearing. 
But another element was even then entering the pic- 
ture—consideration of emotional stress and strain 
as factors of importance in practical programs de- 
signed to reduce maternal mortality. At the same 
time, under the stimulus of the great pioneer social 
workers, more and more attention was being directed 
to the effects of social and economic conditions upon 
people in general and on the family—and hence the 
pregnant woman—as the basic unit of our society. 

The credit for this broadened view of the preg- 
nant woman goes to no one group in particular. The 
physician, the social worker, the medical schools, the 
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nurse, the midwife, governmental agencies, and the 
people—parents and others—all had their parts. 

By the time of the Social Security Act of 1935 the 
general outline of the years ahead was established. 
Like the Sheppard-Towner Act, which preceded it in 
making provision for maternity care, this legislation 
accepted the principle of local initiative and respon- 
sibility with financial and professional help from the 
State and Federal governments. Thus there could 
be three-way support in moving forward. 


Reduction in Mortality 


If 1935 rates prevailed in the United States today 
24,000 mothers would die this year. Instead only 
about 2,000 will lose their lives. For the sake of the 
future this accomplishment deserves analysis. 

The same major causes of maternal death have kept 
the lead throughout these 20 years. But all have 
been drastically reduced and changed, as the follow- 
ing table shows: 


MATERNAL MORTALITY BY CAUSE, UNITED 
STATES 1935 AND 1952 





1935 1952 
Percent of Rate per Percentof Rate per 
total 10,000 total 10,000 
deaths live births deaths live births 
Sepsis...... one 41 24.0 19 1.3 
; 22 12.7 35 2.3 
Hemorrhage... | 
Trauma...... ee 31 18.2 30 2.0 
SS eae | 
Sx ccwdiee's 6 3.3 16 1.1 
Total.... 100 58.2 100 6.8 


The reduction in deaths from toxemia has resulted 
from generally improved prenatal care, for 20 years 
of research has not produced a specific cure for this 
disease of pregnancy. 
its control is 


The greatest single factor in 
constant watchfulness—continuous 
observation, examination, and hygiene teaching. 
This involves many tools, from the simplest readings 
of blood pressure, weight, and albuminuria, to com- 
plex socio-psychological studies. One of the most 
useful—since it is controllable—is optimal nutrition 
development through diet guidance, with motivation 
of the mother by a physician or a nutritionist. This 
has proved valuable both as a preventive and a thera- 
peutic measure. 

Of all the major causes of maternal mortality 
sepsis has yielded most to frontal attack by the sul- 
fonamids and the antibiotics. The development of 
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these antibacterial agents is the one most dramatie 
event of the last 20 years and one of the most dra- 
matic in medical history. 

Two important elements of care brought about the 
drop in deaths from hemorrhage, trauma, and shock, 
First, a tool, as valuable as the antibiotics in control 
of sepsis, was greatly improved—transfusion. Blood 
transfusion, of course, was used long before 1935, but 
in the past 20 years the techniques it involves have 
been improved to such a degree that it is now avail- 
able almost wherever babies are born. Secondly, 
today’s obstetrician, general practitioner, nurse, and 
midwife all are better trained. They possess knowl- 
edge, technical proficiencies, and judgment that a 
generation ago were the prerogatives of their teachers 
alone. 

In 1935 the general category of “other causes of 
death” contributed only 10 percent. Today this per- 
centage has risen to 16—due to the great decreases in 
the three major causes. This miscellaneous group 
now demands the attention it has been denied in the 
past. Fortunately, various specialists have become 
increasingly interested in these problems. 

It would be unfair to judge the past 20 years alone 
on the basis of mortality, for they also have included 
other great steps forward. 

Morbidity has fallen. There has been a vast im- 
provement in the condition in which the postpartum 
mother now is returned to her nonpregnant state. 
An increasing realization of the impact of disability 
in the mother upon the entire family has brought 
about an appreciation of the close relation between 
the physical and social elements in maternal care. 

Efforts to improve the nutritional status of preg- 
nant women through diet control have been an im- 
portant factor in the reduction of morbidity as well 
as in the management of toxemia. As standards 
have been established and studies conducted to test 
their application, practical programs for nutritional 
betterment have become recognized as a vital part of 
general pregnancy care. 


Changing Methods 


The past two decades were also years of great 
change in anesthesia and analgesia. All forms of 
inhalation agents were tried, and spinal and local 
techniques were developed. Although certain clinics 
formed a preference for one type as a routine, most 
interpreted their experience otherwise, using each 
type according to its distinctive value. Studies also 
brought out the important fact that obstetrical anes- 
thesia had definite problems and peculiarities of its 
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own and so could not be considered just another phase 
of general surgical anesthesia. One of the major 
differences lay in the necessity of considering the 
effect of maternal anesthesia on the fetus. Inevitably 
a group of specialists arose who devoted their full 
time to obstetrical anesthesia with great benefit to the 
safety of both mother and child. 

The year 1935 was very close to the first major 
revaluation of the earlier “twilight sleep.” Many 
efforts were made to find analgesic drugs that would 
relieve the pain of labor without adverse effect upon 
the child. The aim was a labor if not without pain 
at least without memory of pain. Many drugs and 
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Deaths of mothers in child bearing have dropped rapidly 
since 1935, but the death rate among nonwhite mothers 
is still more than twice as high as among white mothers. 
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combinations were tried with varying success, all 
falling short of the ideal. 

Paradoxically, these same years also brought al- 
most violent reaction to the search for a perfect 
analgesic. The proponents of “natural childbirth” 
set a goal which was the exact opposite—a complete 
awareness of the experience of childbirth. Unfortu- 
nately, this became equated with “childbirth without 
fear” and “childbirth without pain,” thus focusing 
on the very element to be eliminated. Nevertheless, 
these pioneers served womenkind well, for they 
showed that neither analgesia nor anesthesia were 
necessary elements of childbirth and, therefore, 
could be eliminated if desirable. The next 20 years 
will see this method assume its proper place in ma- 
ternal care. 

In close association with “natural childbirth” has 
come a move toward “rooming-in” or keeping the 
baby in the same room or near the mother. The two 
systems go together rather well but are not neces- 
sarily linked. ‘They have also paralleled a gradually 
revived interest in breast feeding. Many clinics 
have established elaborate facilities and teaching 
routines for rooming-in. However, it has become 
apparent that the spirit that motivates the hospital 
staff is more important than either physical setup or 
schedules. 

All these developments have been part of a steady 
march toward the concept that maternal care should 
support the normal physiology of pregnancy and 
reduce interference to a minimum. 

Another major development in the last 20 years 
has been a steady increase of hospital deliveries. 
While in 1935 only 37 percent of all deliveries in this 
country occurred in hospitals, the proportion had 
risen to 90 percent by 1951. Much discussion has 
occurred over the question of whether this is for the 
best. At least it has coincided with the reduction of 
maternal mortality to the lowest figure on record. 

Changes have also taken place in academic ob- 
stetrics. Surprisingly little actually was known 20 
years ago of the physiology of reproduction, the pro- 
found physiochemical reactions that take place dur- 
ing pregnancy. But the ensuing years have been an 
era of greatly expanding research, bringing to the 
study of pregnancy some of the best researchers in all 
fields of medicine. As a result, the pregnant woman 
has emerged in a new light, as a totally different per- 
son—not as one whose nonpregnant state has been 
interrupted by the addition of pregnancy, but as one 
who is now in the pregnancy phase of her life. The 
obstetricians have themselves worked in these new 
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areas. They have also found new resources in the 
increasing number of related professions and have 
thus been able to make wider distribution of their 
own talents. The differences between urban and 
rural service have constantly lessened. 

During this period the obstetrician and the pedia- 
trician have gradually drawn closer together so that 
the division between maternal care and infant care 
tended to break down. At the same time infant mor- 
tality has dropped. But a residuum has remained 
which has failed to respond, at least by comparison. 
This is the perinatal group of deaths—the stillbirths 
and the neonatal deaths of infants under a week old. 
Clearly the conditions underlying this loss of life are 
obstetrical, and, if the pediatrician is to help, his 
influence must be felt long before delivery; or, in 
reverse, the obstetrician’s responsibility must carry 
beyond birth. 


Socioeconomic Influences 


The most significant development in maternal care 
began to take shape toward the end of this 20-year 
period. It came from a series of questions forced to 
the surface by the growth of pregnancy care. 

Can continued improvement in the technical means 
of care eliminate the residue of maternal mortality ? 
Or are there other indirect, perhaps more subtle in- 
fluences with which we must reckon? Is it enough 
to deliver a healthy unharmed baby from a healthy 
uninjured woman? Or are there other responsibili- 
ties the physician must assume as a part of good 
maternal care? The answers to these two groups of 
questions lay in the facts of modern life. 

Over the years it has become clear that many social, 
economic, and psychological conditions engendered 
by society today are reflected in the well-being of 
mothers and children and even in seemingly specific 
causes of death. 

Many of the most difficult problems of maternity 
‘are in this country in recent years have had their 
roots in the changed status of the family and more 
particularly of the woman. In earlier times almost 
every woman had home building as her career, but in 
recent years social and economic forces have both led 
and forced many women into a new world apart from 
the home, a world in which they must compete in 
traditionally masculine work yet retain their own 
attitudes. Since these forces have changed neither 
the physiology nor the psychology of women, the 
mother remains still the one best agent for infant 
care. By diverting her attention from this role these 
forces strike directly at the heart of the family. 
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REDUCTION IN INFANT MORTALITY 
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While the infant mortality rate has dropped sharply 
since 1935, deaths among babies in their first week 
of life have not gone down to any appreciable extent. 


That the effects of socio-economic factors in child- 
bearing are not just theoretical was demonstrated 
by the recent work of Baird in Aberdeen. He 
found that he could divide women in his study on 
the basis of height as a variant both to social status 
and nutritional state. Women over 150 centimeters 
tall showed a more “female” type of pelvis and had 
fewer difficult deliveries, while those under this 
height tended toward the male or android structure. 
Other studies in England and Wales, Scotland, 
Sweden, and Holland have demonstrated a relation- 
ship between the incidence of stillbirth, premature 
birth, and neonatal mortality, and the socioeconomic 
classification of the family. 

The problem of the unmarried mother also stems 
deeply from sources within the economic and social 
structure. The social and economic factors asso- 
ciated with illegitimate birth are almost always un- 
favorable. 


Emotional Factors 


The importance of psychological pressures have 
also been increasingly recognized. Many of the eco- 
nomic forces have, in fact, produced their effects 
through emotional strain. The economy of the mar- 
ginal income may be sufficient to provide an adequate 
diet, but the fear and worry of the constant struggle 
to make it do so may be devastating. The mental 
anguish of the mother who would choose to stay home 
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but is forced into employment by sheer economic 
necessity is very real. 

There has also been much emotional maladjustment 
of mothers to their families and to their place in the 
community that does not derive from economic con- 
ditions. Modern education often trains women for 
work outside the family rather than for a position 
as the center of the household. When a woman’s 
training conflicts with her basic urge toward mother- 
hood emotional stress appears. 

In these days of “mechanization” of so many of the 
processes of our daily lives it has been natural that 
similar methods should have been tried in maternal 
and child care. The growth of great clinics has 
brought the best of medical service to large numbers 
of women who otherwise would not receive it. How- 
ever, this approach may have eliminated a vital and 
satisfying relationship that existed when the child 
was born literally into the family and took his place 
as a member of the family group from the very be- 
ginning of his life. In that instance the roles of 
father, mother and children were clear cut. Natural, 
fundamental, psychological impulses were fulfilled. 
With the loss of this more simple environment other 
advantages also may have been lost. 

Many questions have been asked in recent years 
about the relative values of hospital and home de- 
livery. Why do mothers of one country of the world 
voluntarily choose hospital delivery, while those of 
another turn more often to confinement in their own 
homes? How is the family integrity maintained 
during the absence of its central member? Should 
the wife be denied the support of her husband in the 
climax of their pregnancy? How can the new baby 
be introduced into the home from the hospital? How 
can the mother’s worry over conditions at home dur- 
ing her absence be alleviated? How can the very 
essential child-mother relationship be developed in 
an institution? How can the mother be given a sense 
of psychological security when her care is divided 
unong a series of individual midwives, nurses, and 
doctors? How can the sense of security that stems 
from familiar surroundings be substituted in the 
strange “aseptic” atmosphere of a hospital? How 
can the mother’s fear of the dangers of complications 
be allayed in a home delivery away from the hospi- 
tal’s equipment? These questions go deeper even 
than questions of blood pressure, weight, and Was- 
sermann reaction. 

Other questions have also been asked, stemming 
from the hopes and fears that arise in the minds of 
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a young couple when the fact of pregnancy first be- 
comes known. How is a relationship with an out- 
side person or agency established in as intimate a 
matter as pregnancy? How can these external aids 
be introduced into the family without being an in- 
trusion? How can the confidence—indeed, the 
faith—of the mother be secured by relative strangers 
in this important period? How can a professional 
person give support to a mother-to-be who suddenly 
realizes that her whole life is now to be changed? 
Such questions have led to increased attention to the 
slow psychological preparation of the wife, the hus- 
band, and their other children for the baby’s arrival. 

These emotional stresses may be working for the 
good of the mother and her child, but they can also 
be threatening in their possible influence. Guiding 
her safely through them takes sensitivity and sagac- 
ity on the part of those dealing with her. 


Today’s Advantages 


Such sociological, economic, and psychological in- 
fluences already have affected profoundly the ma- 
ternal-care programs of our country. In fact, the 
American woman herself has changed for the better 
under their pressures to a very great degree. Her 
physique unquestionably has improved as standards 
of living have risen in the past 20 years. Better 
living conditions and better nutrition have certainly 
played their parts in equipping her better for child- 
bearing. ‘This generation of mothers is the first to 
have gone through the teens without facing the 
hazards of disease which threatened their mothers 
and grandmothers—chlorosis, typhoid, and tubereu- 
losis, for example. Emotionally too, the American 
woman has changed. She has a greater knowledge 
of her own physiology and of what factors actually 
do influence health and prevent disease. Childbirth 
is no longer a mysterious phenomenon. She can look 
upon it in an intelligent, objective way. 

The mother of the present also has the advantage 
of a better environment. To be sure, it is a complex 
environment filled with frustrations, stresses, strains, 
and pressures, but at least it is one in which these 
factors are recognized. ‘To reduce them as much as 
possible is beginning to be accepted as a responsibility 
of maternal care. 

The physical environment in the hospital has 
changed for the better. The emergency maternity 
and infant care program of World War II did a 
great deal to improve hospital procedures and facili- 
ties. Recently more adequate obstetrical facilities 
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have been provided under the Hill-Burton Act, while 
the development of hospital licensing authorities by 
many States has also added to the improvement of 
hospital care for maternity patients. 


These improvements have come none too soon for 
the increasing birth rate has placed a tremendous 
load on hospital facilities. A hospital built for 2,500 
deliveries a year ago is now caring for more than 
5,000 maternity patients each year. Although the 
shorter hospital stay tends to eliminate overcrowd- 
ing to some degree, the problem still remains. 

More important than the physical facilities avail- 
able in today’s environment are the professional 
people surrounding the mother who are trained to 
serve her throughout this period of her life. 

First, of course, is the physician, who must take 
the ultimate responsibility for the care that the 
mother receives. He is far better equipped for this 
task than was his own professional father 20 years 
ago. Although the general practitioner remains the 
backbone of maternal care and services, more special- 
ists are now available to him. There is also better 
distribution of well-trained men throughout the 
country. The physician of today also recognizes the 
help that he may obtain from workers in the ancillary 
medical services. He is beginning to appreciate the 
fact that each of these workers has a unique contribu- 
tion to make to the mother and to her family. True, 
it has taken time to establish the team concept. The 
realm of maternal care has so long been a relatively 
personal patient-physician relationship that the idea 
of several people being involved has been hard to 
accept. It has taken time also for the other team 
members to gain their professional wings in this 
particular field and to find their proper relations to 
one another. 

The nurse remains as the doctor’s first helper but 
She is 
a member of a group who must somehow provide 


with a much wider application of her skills. 


continuous care though her time is divided among 
If she is in addition a 
midwife, as many nurses are, she has even further 


office, hospital, and home. 


responsibilities. 

Social workers, nutritionists, mental hygienists, 
and health educators are more recent additions to 
the medical team and have created a demand for 
their services far beyond the number of trained 
workers they can furnish. 

The pediatrician’s role as a specialist in this team 
has already been discussed. 
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The final “member” of the team is actually the 
community or the State. Because so many of these 
valuable ancillary services are difficult to provide, 
the State inevitably must come into the picture in 
helping to furnish them. ‘This is particularly neces- 
sary since the general practitioner, who in this coun- 
try is the principal accoucheur, is overworked and 
in need of help. It is the community’s responsibil- 
ity to see to the provision of consultations for him 
in all necessary areas. 

Nevertheless, in spite of all that the State can 
provide most of the deliveries will continue to take 
place with a minimum of personnel. While no one 
man could be expert in all of the areas of specialty 
required, the practitioner can and must recognize the 
areas that need to be covered and to the best of his 
ability cover them or seek help elsewhere. 

Lest one become complacent about the accomplish- 
ments of the past 20 years, two very sobering facts 
must be underscored which stand clearly between 
the present and the future in maternal care. First, 
it is now possible to add as part of maternal care 
services which specifically support the social, emo- 
tional, and psychological values lying at the heart 
of the family. Second, low though our maternity 
mortality is, 50 to 75 percent of all maternal deaths 
that occur could still be prevented if the full benefit 
of modern medical knowledge were available to all 
maternity patients. 
responsibilities. 


Implicit in these two facts are 


The future must seek answers to two major ques- 
tions: How can the utmost of technical proficiency 
be secured and maintained? How can the emotional 
and social values of the family be preserved? These 
must be answered within the structure of a social 
and economic world that is growing more and more 
complex. Those who would attempt answers must 
state them not only in terms of physical conditions, 
but also, as Sir James Spence would put it, in 
and 
Only through the mother, the father, 


and the family can this expression take place. 


terms of “courage, gaiety, self-confidence, 
sympathy.” 
Those 
who are dedicated to help must be the first to appre- 
ciate this. Their task, therefore, becomes doubly 
difficult for the future. They must continue in their 
efforts to save lives—for no mother should die—but 
they must also play a big part in making better 
living. 


‘Baird, Dugald: Preventive medicine in obstetrics. New England 


Journal of Medicine, 246:561—568, April 10, 1952. 
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SERVICES TO CRIPPLED 
CHILDREN, 1935-55 


EDWARD DAVENS, M. D. 


Chief, Bureau of Preventive Medicine 
Maryland State Department of Health 


HE FOLLOWING REVIEW of develop- 

ments in the care of handicapped children dur- 

ing the past 20 years has been compiled from 
comments of directors of State crippled children’s 
programs in various parts of the country. A request 
to all State directors for a “few paragraphs” on what 
they would like to see emphasized in an article 
brought 25 replies. 

These comments were impressive in revealing the 
quality of the directors’ ideas, their obvious concern 
for extension and improvement of total care of handi- 
capped children, and an indication of nationwide 
ferment toward better integration of services. The 
feeling that crippled children’s programs are still in 
a stage of dynamic growth came through very 
strongly. Undoubtedly the programs are riddled 
with unsolved problems and glaring omissions. 
Nevertheless the communications from the States pro- 
voke a thrill of pride at the vigor and vision with 
which these are being attacked. 

Many of the letters pointed out that some State 
crippled children’s programs preceded the passage of 
the Social Security Act, in a few instances by many 
years. All, however, acknowledged that the act gave 
“tremendous impetus to the broader development of 
services for children, particularly in rural areas,” 
through its three-way partnership arrangement in- 
volving local, State, and Federal governments. 

Twenty years ago the purpose of the program was 
set forth in the Social Security Act, title V, part 2, 
section 511, as follows: 

*... enabling each State to extend and improve 
(especially in rural areas and in areas suffering from 
severe economic distress) as far as practicable under 
the conditions in such State, services for locating 
crippled children and for providing medical, surgical, 
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corrective, and other services and care, and facilities 
for diagnosis, hospitalization, and aftercare, for 
children who are crippled or who are suffering from 
conditions which lead to crippling . . .” 

While the Federal Government has increased its 
share of the expenditures for crippled children’s serv- 
ices threefold since 1940, when it spent $3,700,000 on 
the program, State and local governments have in 
the same period increased their contributions six- 
fold—from $5,600,000 in 1940 to $29,800,000 in 1954. 
However, approximately 40 percent of the State and 
local share in 1954 was raised and spent in only four 
States. Some States, with comparatively low in- 
comes, appropriate very little more than the amount 
necessary to match the Federal dollars, while one or 
two are not putting up enough to draw the full 
amount of Federal aid due them. 


Basic Philosophy 


Any program of medical services for crippled chil- 
dren needs guideposts to point direction and goals. 
These vary somewhat from State to State but on 
the whole derive from an underlying philosophy 
which may be stated in four basic principles: 

1. The program has a humanitarian basis growing 
out of a normal concern for the well-being and hap- 
piness of children. This is widely recognized and 
accepted. Less well understood is the tremendous 
economic saving to the State in dollars and cents 
associated with transformation of potentially life- 
long handicapped, dependent, unemployed persons 
to useful citizens. Increase in manpower resources 
and the consequent gain in national security is an 
additional consideration. 

2. Primary emphasis should be directed toward 
application of the increasing numbers of preventive 
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Pro- 
grams for crippled children should never be allowed 


measures which medical science is providing. 


to become mere salvage operations to patch up dis- 
abilities which need never have occurred. 

3. Every service needed for the total medical care 
and rehabilitation of the crippled child should be 
employed. All available private resources should 
be utilized and the balance financed from public 
funds. Continuing effort should be made to encour- 
age individual initiative and the assumption by par- 
ents, within their ability, of responsibility for the 
care of their handicapped child. 

4. The effectiveness of a State crippled children’s 
program depends upon the degree to which its activ- 
ities are correlated and integrated with the medical 
and allied professional groups, medical schools, hos- 
pitals, voluntary health agencies, and various social 
and educational agencies in the State and local com- 
munity. A program is not and cannot be made a 
self-contained unit. 

In applying these principles it must be remem- 
bered, as Eliot? has recently reminded us, “that 
physically handicapped children are particularly ex- 
posed to discrimination, isolation, and rejection by 
the community and even sometimes by their own fam- 
ilies.” Said Dr. Eliot: 

“We know only too well that any child who is 
rejected or who feels himself deserted by his fam- 
ily will find the road to a healthy personality a most 
difficult one. 

“Handicapped children then, even more perhaps 
than normal children, need the bulwark of family 
trust, affection, acceptance, and support if they are 
to avoid overt aggressive behavior, even delinquency, 
on the one hand, or the building of walls of defense 
by retreat within themselves on the other. This 
places a great burden upon all of us who have a part 
in guiding the future development of this program 
to continue to look at our procedures and practices. 
We must make sure that everything is being done 
that can be done to bring complete health to the 
children under care.” 


Coverage and Priorities 

The most consistent trend nationally, as revealed 
in the letters from the State directors, has been the 
broadening of the definition of a crippling condition. 
During the early years of the program most States 
concentrated on providing services for orthopedic 
handicaps in conformity with the then current defi- 
nition of the term “crippled.” Disabilities amen- 
able to plastic surgery such as cleft lip and palate 
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INCIDENCE OF SOME PHYSICAL HANDICAPS 
AMONG CHILDREN 


number of cases 


cleft palate 
and lip 75 
005 
epilepsy 
275 


cerebral palsy 


rheumatic fever ieee, 
heart disease 75, 000 Naini 


serious visual @ 86.000 — ee 
defects 66, 000 ee ee 


orthopedic - 
estimates for 1952 \ 


About 1941 several States, stim- 
ulated by Federal funds for “special projects,” be- 
gan to set up demonstration programs for children 
with rheumatic fever, rheumatic heart disease, and 
hearing impairment. 

Then cerebral palsy, previously included under 
orthopedic conditions, began to receive special atten- 
tion in several States, which developed projects de- 
signed to further integrate medical and educational 
services by providing physical, occupational, and 
speech therapy and medical, psychological, and so- 
cial supervision simultaneously with the education 
of the child. 

Recently this integrating trend has accelerated and 
has been extended to a host of new handicapping 
conditions. In addition to those already mentioned 
conditions receiving special attention in State pro- 
grams today are sight conservation as well as eye 
disorders amenable to surgery, speech disabilities of 
all types with the point of reference being “com- 
municative dysfunction,” congenital heart disease, 
epilepsy, nephrosis and nephritis, diabetes, asthma, 
severe orthodontic defects, and even the clinical as- 
pects of specific reading disability. 

These trends have been accompanied by concern 
over what one State director described as “the emo- 
tional factors involved in not only the impact of 
sudden disability and the disturbance of normal 
growth and development of the personality by con- 
genital or early disability, but also the physical ex- 
pression of emotional disturbances which require 
careful and complete evaluation.” As an example 
of the latter he cited efforts toward the detection 
of functionally deaf or hard-of-hearing children. 

Practically all of the responding State directors 
stressed the insufficiency of appropriations to meet 
the needs of at least some types of conditions. (ne 













severe speech 
disorders — 





were soon added. 
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program director pointed out that “not only has 
the cost of medical care per individual unit gone up 
tremendously within the past decade but further- 
more the amount of medical care per person has also 
increased so that at the present time we are faced 
with a serious problem in meeting the financial cost 
for such improved care.” 

As a matter of fact, funds, personnel, and facili- 
ties for crippled children’s services will probably 
always be limited in relation to actual need. This 
means that program directors, staffs, and advisory 
groups must think about spending available funds 
in a way to achieve the greatest benefit for the largest 
number of children at the least cost. In develop- 
ing a balanced array of services, increasing atten- 
tion is being given to priorities of emphasis stem- 
ming from sound public-health criteria rather than 
from sentiment. Basic criteria are :? 

1. The number of children affected. 

2. The severity or potential severity of the handi- 
cap. 

3. The amenability of the handicap to medical 
therapy and preventive measures. 

4. The likelihood of the child’s becoming, if un- 
treated, dependent, unemployable, and a permanent 
public responsibility. 

5. The unfavorable effect of the handicap on the 
emotional, economic, and social status of the child 
and his family. 

6. The extent of interference with satisfactory 
progress in school and future employment. 

7. The cost per child to secure maximum benefit. 

8. The progressiveness of the condition. 

9. The availability of special personnel and facili- 
ties for treatment. 


Standards and Distribution 


Undoubtedly the most significant and enduring 
contribution of the State crippled children’s pro- 
grams has been the way they have carried the torch 
for high standards of medical care. 

For the past two decades the persistent insistence 
on a high quality of care has been notable. It has 
paid off large dividends in terms of qualifications of 
professional personnel; high standards of facilities 
used; and organization of services so that children 
can be moved freely from rural areas to medical 
centers and back, from hospitals to long-term insti- 
tutions, from hospitals to their homes with all of the 
needed resources and services available to them at 
each point. 


VOLUME 2 — NUMBER 4 


The concept of total care provided in orderly con- 
tinuity and directed to the whole child within the 
family unit is a brilliant achievement. The develop- 
ment of administrative operations with sufficient 
flexibility to carry it out is an equally important 
accomplishment. 

A large part of the credit for these achievements 
should go to the orthopedic statesmen who had the 
vision and drive to insist on high standards back in 
1935 and before. History will also surely chalk up 
several points on this score for the Federal Chil- 
dren’s Bureau. As one State director put it, 
“Children’s Bureau consultative service to the 
States has promoted establishment and maintenance 
of standards of medical care and has indoctrinated 
State staffs in new and broader concepts of care of 
children.” 

In this connection another significant result has 
been the tendency of private agencies to adopt the 
standards of care set by State agencies for both treat- 
ment facilities and personnel. 

Of first importance in the elevation of standards 
and in the development of new programs has been 
the use of a portion of the Federal grants for provid- 
ing opportunities for special training. Federal 
money has been used to support courses in pediatric 
nursing, cleft-palate surgery, audiology, the care and 
treatment of epileptic or rheumatic-fever patients, 
and various aspects of physical therapy, as well as 
to provide for medical social work field practice in 
agencies for crippled children. 

One of the outstanding characteristics of medical 
practice in the past 50 years has been the trend 
towards specialization and urbanization with a con- 
sequent maldistribution of personnel and facilities, 
especially for complex diagnostic problems and long- 
term care. Medical specialists, diagnostic facilities, 
laboratories, and the other impedimenta of modern 
medicine have congregated in large metropolitan 
centers resulting in a geographic roadblock for the 
crippled child who lives in a rural section. 

“One very certain value of crippled children’s 
services has been their ability to reach children in 
rural areas who otherwise would be neglected,” was 
but one of a number of such comments from the 
program directors. Nevertheless, the inherent dif- 
ficulties imposed by long distances in providing com- 
plete and continuous care continue to be formidable. 
Said one comment from the West : 

“Many of our children are 400 miles away from the 
closest center. If your children in Baltimore had to 
travel halfway to Chicago for treatment, you would 
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get some idea of what we are up against. 
lem of followup from the center is difficult and we 
are finding that most of our followup must be done 
through public-health nurses who have received 
in-service training in this field. 


The prob- 


The problem of 
States has never been 
The travel costs for the State 
board of health personnel are very large and the time 
consumed cuts down on the efficiency. Since we have 
no medical school in the State, we use several out- 
of-State for postgraduate training.” 

Some States are attacking this problem through 
the establishment of regional and district offices. 


distance in the Western 
satisfactorily solved. 


Interprofessional Approach 


Nearly all of the communications from the States 
produced emphatic evidence that the team approach 
is perhaps the dominant trend at the moment in 
organization of services. 

State after State described plans for bringing to- 
gether a group of specialists to work as a team in a 
crippled children’s clinic or center. More and more 
we find a pattern in which a medical specialist, such 
as an orthopedist, and the pediatrician, medical 
social worker, public-health nurse, and physical 
therapist work together to evaluate the problem and 
formulate a plan of continuous care. In many in- 
stances a special educator, either in person or 
through appropriate communication, becomes a 
member of the team. For older children the voca- 
tional counselor from the State Vocational Rehabili- 
tation Service joins in the task of making a long- 
‘ange plan. 

The postclinic conference is rapidly becoming a 
popular and effective way of reaching a deeper un- 
derstanding of all the problems imposed by the dis- 
ability and helping parents to plan to use all 
community resources in their solution. 

As community mental-health organizations and 
child-guidance clinics increase in number, a close re- 
lationship is being established with them by crip- 
pled children’s centers and clinics. Thus they can 
bring the skills of a team of psychiatrist, clinical 
psychologist, and psychiatric social worker to bear 
on the problems of those crippled children in whom 
difficulty in accepting needed treatment or excessive 
emotional disturbance compounds the underlying 
problem of physical handicap. 

In the case of the subtle and complex problems 
associated with hearing impairment and speech dis- 
orders, the ball is now usually being carried by a 
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skilled and smoothly functioning trio of otolaryn- 
gologist, clinical audiologist, and speech therapist, 
who work closely with the pediatrician, the public 
health nurse, and the medical social worker. 

The field of sight conservation still seems to be 
lagging behind this trend. Better teamwork needs 
to be worked out between opthalmologist and optom- 
etrist before the great bulk of the difficulties ean 
be overcome, especially in rural areas. 

Many of the directors’ letters expressed great en- 
thusiasm for the new approach to total care of infants 
with cleft lip and palate. Nearly half the program 
directors referred to the development of an inte- 
grated cleft-palate clinic. One rather detailed com- 
ment illustrates how far interprofessional collab- 
oration has advanced : 

“The speech pathologist begins counseling the par- 
ents of the cleft lip and/or palate child at the time 
of the first application to the Crippled Children’s 
Division. He sees the parents on the same day that 
the child is examined by the plastic surgeon, which 
is usually the day before hospitalization for the 
primary closure, with the emphasis usually being on 
the problem of the child’s future speech. Contact is 
then made by the Division’s medical social con- 
sultant and the on-going care begins. 

“At the age of about 4 years, the child is sent to 
the university dental school for dental X-rays, head 
plates, and wrist films, at which time molds of the 
mouth are also made. At this time the child is also 
seen by a pedodontist. By then the speech patholo- 
gist has made his evaluation, the medical social con- 
sultant has followed the case closely, and the plas- 
tic surgeon has seen the child yearly to suggest any 
operative procedures that may improve the cosmetic 
effect. 

“After the age of 5 years the child, accompanied 
by his parents, is examined by the plastic surgeon, 
speech pathologist, representatives of the dental 
school who had performed the original examination, 
plus an orthodontist and prosthodontist from private 
practice. A pediatric examination is given and after 
each specialist has had an opportunity to study the 
patient’s history, examine the patient, and review 
the dental films and molds, a case conference is held 
at which time the orthodontist, prosthodontist, plas- 
tic surgeon, pediatrician, nursing consultant, and so- 
cial worker discuss with the speech pathologist any 
method at the disposal of the respective specialist 
which may improve the child’s speech. There is a 
free flow of ideas among all of the specialists to de- 
termine what surgery, orthodontia, or prosthodontia 
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may be necessary to give a good cosmetic effect and 
normal alinement of the teeth, as well as any type 
of device which will improve the child’s speech. 

“For the next 15 years the parents are instructed 
from time to time by the medical social worker on 
how best to coordinate all the services. The nurs- 
ing consultant sends the composite data to- the 
public-health nurse in the child’s own community. 
She then coordinates the followup care and urges 
the family to get all necessary work done so that 
the orthodontist and prosthodontist may properly 
carry out their function.” 


Accent on Prevention 


The people who wrote Title V of the Social Se- 
curity Act back in 1935 had the vision to see the 
great importance of applying the principle that an 
ounce of prevention is worth a pound of cure. This 
idea is incorporated in this section of the act by 
the wording “or who are suffering from conditions 
which lead to crippling.” 

In the early years of the program relatively little 
attention was paid to preventive possibilities possibly 
because of the preoccupation with taking care of the 
backlog of severely handicapped children. Even in 
1955 much remains to be done in putting into day- 
by-day practice the close relationship which should 
exist between maternity, infant, and preschool, and 
school health programs on the one hand arfd crippled 
children’s programs on the other. 

In recent years, much more attention has been 
focused on the preventive aspects of crippling, partly 
because of stimulation from the Children’s Bureau 
through a variety of “special projects.” The con- 
cept of different levels of prevention is now widely 
accepted. “Primary” prevention for example would 
be pasteurization of milk to reduce the possibility 
of bone tuberculosis; smallpox, diphtheria, and other 
active immunizations to prevent various disabilities; 
the provision of cod-liver oil to avoid rickets; and a 
host of other procedures. “Secondary” prevention 
refers to the planned and systematic application of 
early case-finding techniques, prompt and definitive 
diagnosis, and arrangement for treatment and metic- 
ulous followup so that the “condition which leads 
to crippling” is taken care of before handicap re- 
sults or becomes severe. Early diagnosis and care 
of rheumatic heart disease and hearing impairment 
are typical examples of this approach. Such pre- 
ventive efforts require careful organization of serv- 
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The expansion of federally-aided services to crippled 
children has been largely for children with other than 
orthopedic diagnoses. The great majority of those 
served in 1937 had orthopedic and plastic conditions. 


ices, constant effort to follow through each case, and 
close and cordial collaboration between the crippled 
children’s program and the maternal and child-health 
and school health programs, voluntary health serv- 
ices, medical schools and teaching hospitals, and 
other community services. 

Perhaps the greatest challenge facing crippled 
children’s programs at this time is subtle, sustained, 
and complex cooperative community action needed 
to realize fully the goal of “secondary prevention.” 


New Treatment Methods 


State crippled children’s programs have been re- 
sponsive to the many new discoveries in medical diag- 
nosis and treatment which have become available. 

Rickets as a cause of crippling was already on the 
way out in 1935. Improved case-finding procedures 
and additional treatment facilities as well as pas- 
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teurization of milk and new antibiotics have dra- 
matically reduced bone tuberculosis. Chemotherapy 
and antibiotics have also greatly reduced both the 
number and the severity of cases of osteomyelitis, an 
inflammation of the bone marrow. The new Salk 
vaccine promises to control poliomyelitis. 

In the field of childhood cardiac disability the 
advent of sulfadiazine and penicillin have made pos- 
sible the control of rheumatic heart disease, while 
the development of remarkable new operative tech- 
niques have opened the way to habilitation of over 
half of the cases of congenital heart disease. 

During World War II many remarkable new ideas 
and procedures were developed which have boosted 
the whole field of rehabilitation. One of the most 
remarkable examples is the creation of a new medi- 
cal specialty, clinical audiology, which has practi- 
cally revolutionized previous thinking about “deaf” 
children and made it possible to provide auxiliary 
methods of communication to nearly all youngsters 
with impaired hearing for whom treatment is started 
early enough and maintained with the necessary 
intensity. 

One of the most exciting recent developments has 
been the improved approach to upper- and lower- 
limb prosthesis, resulting from research spearheaded 
by the National Research Council and characteristi- 
cally based on the team approach of orthopedist, 
physical therapist, and prosthetist. 

Other exciting examples could be added to this list. 
But there is also another side of the coin, for some- 
times the wonder drugs and improved methods of 
obstetrics and care of premature infants result in the 
survival of severely disabled infants. Nearly all 
program directors expressed concern about the in- 
creasing numbers of children in the categories re- 
quiring custodial care or institutional type of habili- 
tation services. ‘The solution to this problem would 
seem to be a “must” for the next decade. 


The Ideal Program 


Of necessity this cursory survey has simply high- 
lighted certain significant advances. Crippled chil- 
dren’s services still have far to go to reach the goal 
intended in the basic enabling legislation. Cur- 
rently the Child Health Committee of the American 
Public Health Association is developing a number of 
“Statements on Recommended Practices in Programs 
for Crippled Children.” When published these will 
be helpful in crystallizing current thinking on the 
best approach to the several types of handicaps. 
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Meanwhile Kobes* has recently offered us a defi- 
nition of what a program should be: 

“An ideal crippled children’s program is one which 
has the broadest possible range of high-quality medi- 
cal care and related services available to meet the 
needs of children who have a broad spectrum of 
medical diagnoses. These medical categories should 
perforce be those which are characterized by long 
duration of the effects of the handicapping condi- 
tion and thereby cause an undue amount of drain on 
the family’s energies and economic resources. Ade- 
quate payments should be made to all who render 
services, whether they be full-time staff members or 
All 
families should make payments toward the cost of 
care within their ability to pay. All personnel 
should meet the highest possible standards of pro- 
fessional ability and performance. ‘The health and 
medical-care services needed to obtain the best clin- 
ical results for each child should be made available, 
and the social, emotional, educational, and voca- 
tional-training aspects of each child’s needs should 
also be the concern of those who have the respon- 
sibility of administering the State’s crippled chil- 
dren’s program. 


part-time consultants giving clinical services. 


Whenever it is necessary to do so 
to insure a wide range of capable services, the State 
should provide training programs to help fill any 
gaps which may be present. Existing resources 
should be used to the fullest extent and without du- 
plication ‘of services. They should be improved 
whenever necessary to meet the most desirable stand- 
ards of care, and only when existing resources are 
definitely proved to be lacking should completely 
There needs to be 
sharing of resources among communities, even to 


new facilities be constructed. 


the extent of working out interstate arrangements 
when it seems undesirable to make available for one 
State a service which may be used but rarely. Only 
when we know that we have a program which will 
bring the maximum number of physically handi- 
capped children into our society as useful, produc- 
tive members can we feel that our job is nearing its 
highest level of success and accomplishment.” 





* Eliot, Martha M.: Symposium on Crippled Children’s Services. 
The Journal of Bone and Joint Surgery, vol. 36A, No. 6, pp. 1259-1277: 

*Davens, Edward M., M. D.: “Services for the physically 
handicapped child.” In Rosenau—Preventive Medicine and 
Hygiene. Kenneth F. Maxcy, editor. New York: Appleton- 
Century-Crofts, Inc., 1951. (P. 710.) 

*Kobes, Herbert R.: Symposium on Crippled Children’s 
Services. The Journal of Bone and Joint Surgery, vol. 36A, 
No. 6, p. 1277. 
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PUBLIC POLICY AND CHILD 
WELFARE 


NORRIS E. CLASS, M. S. 


Professor, School of Social Work, University of Southern California 


freshly enacted Social Security Act expressed 

in law, for the first time in American social- 
welfare history the concept of a tripartite public re- 
sponsibility for social services for children. While 
previous measures had given the Federal Govern- 
ment—and hence the country as a whole—at least a 
temporary responsibility for meeting some of the 
financial and health needs of children, this section of 
the new law introduced a concept of social service as 
something other than financial aid for children and 
something in addition to the services provided in 
child-health programs. It also opened the way for 
the development of public policies which have had a 
lasting effect on the shape of social welfare in this 
country. 

These policies, the official guides for program op- 
erations, have arisen from two sources: (1) the direc- 
tives spelled out in the act; (2) the regulations of the 
administrator (successively the Secretary of Labor, 
the Federal Security Administrator, and the Secre- 
tary of Health, Education, and Welfare) and the de- 
cisions of the administrative agency, the Children’s 
Bureau. What these policies are and the effects they 
have had are worthy of some detailed examination. 

Sometimes public policies are confused with the 
goals of a program, though in reality they constitute 
only the framework, or the structure, in which a pro- 
gram operates. Nevertheless they tend to a large de- 
gree to determine the nature of the program’s achieve- 
ment. Moreover, when they are particularly well 
formulated, they constitute a readymade pattern 
which can be used in the sound development of other, 
or future, programs. 


IT irs YEARS AGO title V, part 3, of the 


Policies Set by the Act 


The child-welfare-services section of the Social 
Security Act is a relatively short legal passage, with 
a considerable amount of its content devoted to pro- 
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cedures. However, within this short passage, as 
amended in 1946 and 1950, are to be found today four 
legislative requirements for participation in the pro- 


gram. All of them are significant to American social 
welfare. They specify that: 1) the task of providing 


increased social services for children be a joint effort 
of two levels of government; 2) the negotiations be- 
tween each State and the Federal Government be 
based upon a State plan of child welfare; 3) the 
social-service needs of children in rural areas be es- 
pecially considered; 4) the development of services 
include community study and organization. 

What are the implications of these requirements? 

1. Public responsibility for the development of so- 
cial services for children is a joint effort of all levels of 
government, ‘The act requires joint planning by 
State and Federal Governments and provides for the 
development of programs in behalf of children at 
both State and local levels. In effect, the Federal 
Government, as the result of the child-welfare- 
services provision of the Social Security Act, has been 
added to the “team” of planners of social services for 
children, but in no way takes over the role of the 
State and local Governments, 

The language of the statute clearly expresses the 
intent: the Federal Government is to “cooperate” 
with the State in providing increased social services 
for children. In no way are State, local, or private 
expenditures for child welfare to be replaced by 
Federal funds. Rather, the Federal funds are to 
help “establish, extend, and strengthen” services for 
children. 

2. The instrumentality for furthering social services 
for children is a State plan. To put in writing the 
specific aims and the operational means of achieving 
these aims has many values. Certainly the presence 
of a proposed plan provides a feasible and practical 
route for the State and Federal Governments to come 
together to deal with the expansion and improvement 
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of services for children. Moreover, a well-written 


plan is valuable for its concreteness. Although re- 
vision is possible, it takes on the characteristics of a 
contract and enhances feelings of responsibility. 

A State plan can also be the means of providing 
for greater representation and deliberation in the 
establishment of welfare goals. It can be generally 
In ad- 
dition, as the years go by the plans can constitute a 
sort of “self-made” history of child welfare for the 
State involved. 


conducive to the doing of first things first. 


Read seriatim, they reflect chang- 
ing and unchanging program goals, give an account 
of the various approaches that have been used in 
tackling problems, and show what has led to failure 
or to achievement. 

3. The social-service needs of children in rural areas 
and in “areas of special need” are especially consid- 
ered. The significance of the legislative directive 
which resulted in this policy lies in its universaliza- 
tion, in principle, if not in actuality, of the avail- 
ability of social services for children. At the time 
of the passage of the act such services had been de- 
veloped almost exclusively in cities. To provide for 
their extension to rural areas at that time was there- 
fore a major effort to correct a welfare inequity in 
United States. 
rural areas has been made. Now, 20 years later, there 
is an increasing demand that the children in urban 
as well as in rural areas benefit from the good things 
the program brings and that the scope of the act be 
broadened. 

4. Engaging in community child-welfare organiza- 
tion is considered a proper and necessary activity in the 
course of establishing, extending, and strengthening 
local services for children. Here isthe means by which 
a program of social services is truly geared to social 


these Great progress in reaching 


needs. To establish a welfare program apart from 
sound community study, planning, and citizen par- 
ticipation is likely to result in services that are in- 
effectual and inefficient, and a static, rather than a 
dynamic program. 

This danger was clearly sensed and warned against 
by those in close touch with the legislative plans. 
For example, a report of the Committee on Economic 
Security, contains comments like the following: 

“Many kinds of services to children are needed 
which are not provided by an emergency-relief pro- 
gram, including, for example, investigations of chil- 
dren in almshouses and the development of plans for 
caring for them elsewhere; investigations of cases in 
which applications for institutional or foster-home 
care have been made; protection of children against 
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neglect and abuse; development of plans for caring 
for children in institutions who have reached an age 
when they should be discharged and supervision of 
these children after discharge; investigation and 
supervision of delinquency cases coming before the 
courts; plans for securing needed medical attention 
for physically handicapped children and custodial 
care or supervision for children who are mentally 
defective. For effective operation local child-welfare 
programs should be closely related to family-welfare 
and relief programs and where possible should be 
part of a unified public-welfare service.” ? 


Early Children’s Bureau Policies 


As already indicated, public policies come not only 
from legislation but also from the administrative 
agency which sets the guidelines for operation. Of 
the several major administrative decisions which the 
Children’s Bureau made during the early or formula- 
tive period of the child-welfare services program, 
four were of particular significance from the view- 
point of social-welfare policy. They were: (1) that 
a broad definition of child welfare be applied in the 
consideration of State and local projects; (2) that 
there be an acceptance of variation in State plans 
rather than an insistence upon uniformity; (3) that 
qualified personnel be recognized as the core of a 
child-welfare program; and (4) that State and local 
governments be encouraged to conduct “child-welfare 
demonstrations.” 

What do these policies mean ? 

1. A broad and comprehensive definition of child 
welfare is used in considering State plans. From its 
inception in 1912 the Children’s Bureau has con- 
strued the term “child welfare” broadly as concerned 
with all of the social aspects of child life. During 
the early years of the Federal-State child-welfare 
services program the director of the Bureau’s Child- 
Welfare Division constantly reaffirmed that position, 
in such words as: “Child welfare in its broadest sense 
is the expression of a community’s interest in foster- 
ing those social and economic forces which safeguard 
family life and insure to every child the fullest de- 
velopment of his mental, physical, and spiritual po- 
tentialities.” * 

Transposing this philosophy into administrative 
action means the acceptance and approval of many 
different types of child-welfare programs and proj- 
It means acceptance of the fact that there is 
more to social service for children than one or two 
In actuality it means 


ects. 


standard brands of foster care. 
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becoming a party to such proposals as adding another 
professionally trained social worker to the welfare 
department in Maine for providing voluntary agen- 
cies with consultation on standards, or establishing a 
psychiatric consultation service for rural areas in 
California. In short, it means that “diversity in 
unity” is a practical possibility in American public 
welfare. 

2. There is an acceptance of variation in State plans 
rather than an insistence on uniformity. ‘This second 
policy is a necessary corollary to the first. The great 
range of differences in American life calls for ac- 
ceptance of variation—possibly great variation—in 
State plans. More important, the policy arose from 
the firm conviction that, to be sound, the growth of 
services in rural areas and cities all over America, 
would have to begin at that point, developmentally, 
where each State or each locality happened to be. 
Thus, from the beginning, there has been little at- 
tempt to arrive at a common pattern of child-welfare 
services. 

It may be that in thus encouraging considerable 
leeway in State plans, the Children’s Bureau has 
effected its most important achievement in public- 
policy formulation. For in this way it has demon- 
strated that a Federal grant-in-aid arrangement need 
not intrinsically and inevitably result in uniformity. 
If anyone still has this fear, let him read a random 
selection of State child-welfare services plans for any 
year from 1936 to the present. 

3. The use of qualified personnel is emphasized in 
the performance of all the undertakings proposed in 
child-welfare services plans. By holding unswerv- 
ingly to this conviction, the Children’s Bureau has 
contributed greatly to the improvement of child- 
welfare personnel throughout the Nation. Ad- 
ministratively this has been accomplished in two 
ways: 1) by encouraging the States to hire well- 
qualified persons in so far as possible; 2) by encour- 
aging States to write into their plans a provision for 
staff-development activities, including educational- 
leave arrangements to enable local persons to attend 
graduate schools of social work. 

In addition to raising the personnel standards for 
child-welfare services, this emphasis on competence 
has paid off in other ways. In many instances the 
addition of professionally trained child-welfare per- 
sonnel to State and local public-welfare offices, the 
presence of in-service training opportunities and the 
possibility of educational leave for promising work- 
ers, has served as a leavening force in raising per- 
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sonnel standards throughout the whole public- 
welfare system. 

4. Local and State communities are encouraged to 
conduct child-welfare demonstrations. This early 
policy, now receiving less emphasis-than in the be- 
ginning, emerged almost imperatively from the limi- 
tation in the funds and the general lack of develop- 
ment of community child-welfare services in many 
parts of the country, especially the rural areas. The 
demonstrations were, for the most part, simply a 
“trying-out” of a variety of social-service programs 
for children in order to secure community support. 
They made it possible for a rural community to gain 
the practical experience or wisdom for sound think- 
ing about the services children need. They provided 
an opportunity of seeing at first hand both the posi- 
tive and negative features of particular projects, thus 
giving the citizenry a basis for choosing intelligently 
the programs they would “buy” on a permanent basis. 

Now that more funds have become available, both 
Federal and State, and since each State has at least 
the nucleus of a child-welfare program, the Bureau 
has revamped its emphasis on “demonstrations” into 
an emphasis on “growth,” encouraging States and 
localities to establish activities that will extend and 
improve their going programs. 


Subsequent Policies 


Since the 1935 formulation of the child-welfare- 
services section of the law and the early administra- 
tive decisions of the Children’s Bureau, only a few 
major policy changes, either legislative or adminis- 
trative, have come about—a fact which bespeaks the 
careful thought that went into those initial stages of 
creation. Apart from increased appropriations only 
two major policy additions have been put into the act 
itself. One is a proviso allowing States to use Fed- 
eral child-welfare-services funds to meet the cost of 
returning runaways to their States of residence. The 
full significance of this somewhat particularistic 
provision is yet to be determined. 

The second policy addition is contained in an 
amendment to part 3 of title V, made by the Congress 
in 1950, which states: “... in developing such 
services for children the facilities and experience of 
voluntary agencies shall be utilized in accordance 
with child-care programs and arrangements in the 
States and local communities as may be authorized 
by the State.” The two Houses of Congress, in con- 
ference on the 1950 amendments, had agreed that the 
States would be “free, but not compelled,” to utilize 
the voluntary agencies’ facilities and experience. 
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Actually the practice of encouraging States to 
work cooperatively with voluntary agencies in the 
development of their child-welfare plans had been 
in effect in many places from the beginning of the 


In fact both the Children’s Bureau and 
the States had assumed that such cooperation was 
a proper and necessary phase of engaging in sound 
community organization for child welfare. Evidence 
of this can be found in the document Child Welfare 
Services Under the Social Security Act, Development 
of Program, 1936-88 (Children’s Bureau Pub. 257, 
1940). 1936 the Children’s Bureau 
Advisory Committee on Community Child Welfare 
Services had emphasized the importance of close co- 
operative action between public and private agencies 
in a resolution which reads in part: “State and local 
administrative units should recognize the necessity 
of utilizing the various services available for chil- 
dren and relating child-welfare services, leisure-time 
and recreational activities, and other public and 
private agencies which exist or can be developed 
in their territories.” 


program. 


Moreover, in 


From the viewpoint of public-policy analysis the 
new legislative statement has had a clarifying effect. 
It is a good thing for Congress to have taken this 
action as it helps to strengthen the work for sound 
community study and planning in the development 
of a Federal-State-local social-service program for 
children. It is especially good, considering that in 
the early days social services for children were too 
frequently developed in isolation rather than co- 
ordinatively. 

The only other major policy change during the 
past 20 years came with the Children’s Bureau’s mod- 
ification of its earlier position that Federal child- 
welfare funds should be spent for services only, 
rather than for maintenance. The logic of this early 
restriction on expenditures, adopted on the recom- 
mendation of the advisory committee, stemmed from 
the meagerness of the original appropriation, $1,500,- 
000 for all States and Territories. To have used the 
funds to pay for the costs of child care in foster homes 
or institutions would have robbed the program of the 
means of improving and increasing personnel and of 
conducting needed demonstrations, while only an in- 
significant increase could have been made in the total 
number of children receiving care. However, as 
Federal funds have increased, a change in position 
became possible. Today State plans for child-wel- 
fare services may include expenditures for direct care 
of children through programs of foster-family or 
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group care, day care, and care of unmarried mothers; 
and special care for individual children; and in facet 
for any type of care or activity that comes within the 
generally accepted program of child welfare. 


Achievements 


The achievements of the Federal-State child-wel- 
fare services program over 20 years have been many, 
As thousands of children have been served without 
reference to a means test, the equality of opportunity 
for children in this country has been enhanced. 
Through the operations of this program the concept 
of social services for children has broadened so that 
the once dominant foster care, though still important, 
is only one part of a totality of services. Over the 
years these operations, along with the operations of 
the other grant-in-aid programs of the Social Se- 
curity Act, have permitted the accruement of a val- 
uable experience in the know-how of intergovern 
mental relations. ‘Twenty years of community plan- 
ning and organization stimulated by the program 
have resulted in a rich experience in cooperative ac- 
tion between public and voluntary agencies in serv- 
ing children. Twenty years of emphasis on the im- 
portance of competent personnel has resulted in 
widespread recognition of the special skill and train- 
ing needed by persons providing social services to 
children. 

Apart from, and interrelated with, these and other 
gains of the past score of years stands the achieve- 
ment in public-policy formulation. Those “public 
policies-—stemming from the law and from adminis- 
tration—constitute in their own right a methodologi- 
When 


analyzed, shorn of program specifics, and articulated, 


cal contribution to American social welfare. 


they can constitute a pattern of government opera- 
tion which is compatible with the American culture 
and which tallies with a democratically oriented peo- 
ple. When people are not uneasy about the means, 
they can use their time, energy, and their wisdom in 
the better refinement and the expansion of the goals 
of social betterment. 





* Social Security Board: Social security in America; the 
factual background of the Social Security Act as summarized 
from staff reports to the Committee on Economic Security. 
SSB Pub. No. 20. Washington, D. C. U. S. Governmént 
Printing Office, 1937. 592 pp. (p. 255). 

? Atkinson, Mary Irene: Social trends in child-welfare pro- 
grams. In Mary Irene Atkinson speaking for children. 
Cheney C. Jones and Gertrude Springer, editors. Nashville, 
Tenn., Parthenon Press. 1949. 192 pp. (p. 141). 
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| DIRECTIONS IN CHILD WELFARE 


PROGRAMS 


LEONARD W. MAYO 


Director 


Association for the Aid of Crippled Children 


SIGNIFICANT evolution has been taking 
place in social services for children during the 
last two decades which holds solid promise for 


the future. 


Many child-welfare programs have broadened 
their conception of the children whom they wish to 
reach. Methods of working with and for children 
have changed. New uses for different types of treat- 
ment and care have been developing. Relationships 
between child-welfare workers and other professions 
working with children are becoming more frequent 
and meaningful. Most important, perhaps, has been 
the growing acceptance of the principle that, to be 
effective, social services for children must be based in 
the local community and encompass its total child- 
welfare needs. 

Forces within and without child welfare programs 
have affected this evolution. Years of depression, 
war, and international tensions have left their marks 
on all social life. These experiences have helped to 
determine and refine the function of these programs 
for children. Many developments must be credited 
to the greatly enlarged knowledge of the nature of 
human development and behavior which has come out 
of the clinics, laboratories, field tests, and observa- 
tions of all the social and medical sciences. The 
ability of child-welfare workers to deal effectively 
with human problems has grown progressively 
keener as the concepts from these other sciences have 
been woven into practice. Changing attitudes to- 
ward society’s responsibility to back up the individ- 
ual’s economic and social health have helped along 
this evolution in child-welfare programs. And last, 
but not least in order of importance, public programs 
have had the financial support of all levels of govern- 
ment for the first time in their history. 

Twenty years ago when the Congress, in response 
to widespread need, included Part 3, Title V, in the 
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Social Security Act it authorized grants to be given 
the States for the purpose of establishing, extending, 
and strengthening social services for homeless, de- 
pendent, and neglected children, and those in danger 
of becoming delinquent in rural areas and in areas of 
special need. 

Significantly, the Act imposed no limitation on the 
economic status of the children who might be served 
by programs aided with Federal funds. The money 
was to be used to develop programs of the broadest 
scope and highest possible standards—‘adequate 
methods of community child welfare organization,” 
the Act stated. The Congress looked to the Chil- 
dren’s Bureau, which was made responsible for ad- 
ministering the grants, to give lift and leadership to 
the States in developing such programs. 


Federal Grants 


At their start, Federal grants were fixed at $1,500,- 
000 annually. This amount was raised to $1,510,000 
in 1939, to provide help to Puerto Rico; and to $3,500,- 
000 in 1946 as costs of service mounted and the child 
population increased. In 1950, the Congress lifted 
the ceiling once more, to $10,000,000 annually. Ap- 
propriations since then, however, have never exceeded 
$7,600,000. 

Over the years, as the child population has grown, 
and as pressures for help for disadvantaged children 
have intensified, the Children’s Bureau reports, 
States and communities have assumed an increasing 
proportion of the program costs. For example, in 
the fiscal year 1954, State and local public-welfare 
agencies spent a total of $126 million from their own 
and Federal funds. Of this, 28 percent went for pro- 
fessional and facilitating services, and 72 percent 
for direct foster-care payments. One-fifth of the 
former stemmed from Federal sources. Less than 1 
percent of the latter came from Federal grants. 
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Some States, with no pattern of public programs 
for child welfare in 1935, had to start from scratch. 
Others built on what they had, though much of it 
was spotty. 


In the years since, no single State has 
yet achieved a completely rounded program for all 
children throughout its area who need these special- 
ized services. But every State is moving toward 
these objectives. 

Before 1935, both public and private child-welfare 
programs were little known in rural areas. What 
programs there were existed almost exclusively in 
cities. Only a few States had private statewide or- 
ganizations attempting to spread services locally 
throughout their areas. About half had some type 
of State-administered activity, but on an extremely 
limited basis. 

Today, the Children’s Bureau reports, all 53 po- 
litical subdivisions of the Nation are participating in 
public child-welfare programs. More than 50 per- 
cent of the counties, in which 74 percent of the Na- 
tion’s children live, have the service of at least one 
full-time public child-welfare worker. In 
1954, there were 3.850 such workers. 


June 
Steady prog- 
ress toward total coverage of all States, though 
greatly needed and much desired by the responsible 
agencies, is directly related to the availability of addi- 
tional funds, local, State, and Federal. 

From the beginning, each State has made its own 
plan, within the provisions of the Act, for using 
Federal funds in the ways best suited to its needs and 
resources, All States have been free to call on the 
Children’s Bureau for technical consultation, and 
all get help in firming up their annual plans for the 
use of Federal grants. 

Because grants were small at the start, it was be- 
lieved in the beginning that they should be used in the 
main to employ trained child-welfare workers, and 
not to finance the support of children in foster care or 
to pay for other types of direct care. Since 1946, and 
particularly since 1950, however, with increasing an- 
nual grants, this restriction has been lifted and States 
are using a small part of their Federal money to pay 
for the support of children in foster care. Some ex- 
penses involved in returning runaway children to 
their homes have also been met since 1950. 


Broadened Scope 


Before these expanded programs got under way, 
children served by public-welfare programs were 
principally those for whom foster care in homes or 
institutions must be found, children born out of wed- 
lock, and children referred by courts to public- 
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welfare agencies because of delinquency charges, or 
because of neglect or abuse on the part of their par- 
ents. Too often, child-welfare workers were called 
in, after the fact, to do what they could to help rectify 
damage already done to children. 

These responsibilities continue to absorb much of 
the time of public child-welfare workers. The ways 
in which they work, as described later, have under- 
gone much change. Increasingly these public pro- 
grams are proving helpful to children with the usual 
run of social problems and to those more seriously 
disturbed. 

With the continued employment of millions of 
mothers outside the home since World War IT, day 
care for their children is urgently needed, and here 
and there public-welfare programs are cooperating 
with private agencies in furnishing this service, 
Frequently, the public agency stimulates such service 
under private auspices and helps to raise the stand- 
ards of both public and private groups. 

When mothers must be away from home because of 
hospitalization or other causes, in some places pro- 
grams to provide homemakers, working under the 
supervision of a child-welfare agency, are keeping 
children together in their own homes until mothers 
return. Many new uses are being discovered by both 
health and welfare workers for this valuable new 
“homemaker service,” again more frequently found 
in private, than in public, programs. 

Increasingly, families and individual adults are 
turning to child-welfare agencies for help for chil- 
dren with serious emotional difficulties. Such diffi- 
culties may be related only in part to the demeaning 
poverty in which a child is living. Many of these 
children are still in their own homes, and in homes of 
all economic and social levels. The day is passing 
when public and private child-welfare programs are 
concerned only with the child of poverty, the child 
of a broken home, the child born out of wedlock, or 
the child who is delinquent. 

No adequate yardsticks have yet been developed for 
measuring the total number of children helped by 
both public and private agencies, nor the financial 
contribution to their treatment and care assumed by 
each. Some baseline figures covering part of child- 
welfare services were given by the census of children 
in foster family homes and institutions in 1933, At 
that time, there were 249,000 such children, 29 per- 
cent of whom were in the care of public agencies. 
Twenty years later, public agencies were caring for 
50 percent of the 265,000 children in both kinds of 
foster care. Both public and private agencies, how- 
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ever, help many more children than these figures in- 
dicate. The caseload of private agencies, like the 
public ones, reflect the increasing importance that 
both place on helping children in their own homes 
thus diminishing to some extent the need for foster 
eare. On December 31, 1954, of the 277,000 children 
reported to the Children’s Bureau as receiving case- 
work services from public child-welfare agencies, 41 
percent were living in the homes of their parents or 
relatives. By far the largest share of work with de- 
linquent children, outside their own homes, through- 
out the 20 years, has been borne by public agencies. 
In contrast, a large share of the care of dependent 
children in institutions has been carried by voluntary 
agencies. 

Regardless of the proportion of total responsibility 
earried by public and private agencies, developments 
in the one intimately affect the other. Throughout 
the 20 years of federally-aided public programs there 
has been cross-fertilization of philosophy, methods 
of work, and experience which has been enriching to 
both public and private services. To map the direc- 
tions, then, in which these services have been moving 
in these 20 years, it is necessary to take a broad look 
at them, regardless of their sponsorship. 

Probably no single route that child-welfare serv- 
ices have taken in these years is as significant as its 
steady march toward cementing and bulwarking the 
life of the family as a unit of strength in our society. 
This represents a major change from earlier days 
when the principal preoccupation of child-welfare 


workers was, figuratively, to pick up the pieces when 
families had failed their children in one way or an- 
other, and to find new homes for them. 

In our culture the family has always been recog- 
nized as the social institution that figures most im- 
portantly in children’s lives. Its economic function 
in providing its members with the physical necessi- 
ties of life has often been overemphasized. When the 
depression of the 30’s deprived millions of workers 
of the opportunity to live up to this expectation of 
them, social ways and means of providing economic 
security for families were found. In recent years, 
as employment has remained relatively high, and as 
public measures for strengthening the family’s in- 
come have become more adequate and inclusive, 
the deeper values of family life have received more 
attention. 

This shift in focus has been greatly helped by the 
insights that psychiatry and the social sciences have 
contributed and, many believe, by a greater apprecia- 
tion of spiritual values. Acutely aware of the deep 
significance, in personality development, of sus- 
tained parent-child, and especially of mother-child, 
relations, the modern-day worker seeks to preserve 
these relationships as long as they have any positive 
values for parents and child. Only when they cease 
to have any such potentials should children be re- 
moved from their own homes, and then for no longer 
than the situation warrants. 

When children are to be placed in foster care, to- 
day’s worker no longer looks to this as the terminal 
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point in his help to the child or his parents. During 
the child’s absence, whenever possible the worker 
makes himself the link between the child and his own 
family, and the link between his own familiy and the 
foster family or institution that is caring for their 
child. 

This new awareness of psychiatric concepts has 
led workers to make other changes in practice. With 
their keener understanding of motivation in human 
behavior, workers realize that the action a parent or 
child takes in his own and in each other's behalf may 
count for far more than any solutions a worker may 
devise. Accordingly, parents are helped to partici- 
pate in all decisions affecting their child, even the 
decision as to whether they shall be separated. The 
child’s right to a substantial degree of “self determi- 
nation” is also respected. It is the worker’s function 
to point out choices, to help parents and children 
come to grips with alternatives and with the results 
of the choices they make. When placement else- 
where is necessary, parents are helped to see this as 
an expression of their own responsibility and not 
an admission of failure. By helping families build 
their own internal strengths, today’s worker finds 
that the removal of a child to foster care can often be 
avoided, or that time away from home can be short- 
ened if not avoided entirely. 


Reflections of New Knowledge 


Changes in the whole adoption field are another 
reflection of the newer knowledge of a child’s emo- 
tional and social growth. The infant’s greatest 
emotional need, it is now believed, is to acquire a sense 
of trust in others, and that comes best from con- 
tinuous attachment to a single “mother-person.” Ac- 
cordingly, workers are questioning whether the place- 
ment of babies in adoption should be delayed for 
psychological tests or other reasons. They are speed- 
ing up the interval between the natural mother’s 
release of her baby and his arrival in his new home. 
They are finding that some babies, previously 
thought unsuitable for adoption because of possi- 
ble retardation, show a marked improvement in 
mental development when placed at an early age. In 
many places workers are finding adoptive homes, too, 
for older children who are physically and mentally 
handieapped, and seeing them blossom in their new 
environment. 

Sensitive to the effect of a child’s relationships on 
his emotional health, today’s workers attach more im- 
portance than ever to specialized uses of foster-family 


and institutional care for children. Some foster 
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parents have unique skill in dealing with children 
emotionally disturbed, and workers are using these 
homes as treatment for both children and their own 
parents, 

Many child-caring institutions are reexamining 
their programs. For some years there has been a 
trend away from institutional care for infants and 
preschool children and toward foster-home eare for 
these age groups. On the other hand, it is now seen 
that some older children do best in a group setting 
provided by good institutional care. Such care, 
when adequately provided, proves to be an effective 
treatment method for many of those who are emo- 
tionally disturbed, retarded, delinquent, or in need 
of emergency shelter. The congregate type of insti- 
tution, which places children in large groups where 
individual care and treatment is difficult, if not im- 
possible, still exists. But more and more, institu- 
tional care is being transformed into highly special- 
ized care of small groups of children with similar 
problems. 

Methods of locating children in need of help are 
also undergoing change. ‘Twenty years ago, the test 
of a person’s readiness for help was usually a knock 
on the door of a child-welfare agency. As psychia- 
tric concepts have influenced casework, workers are 
realizing that the old test was not sufficient. More 
of them are now going out to people, and going out 
with better understanding of what motivates people 
to both ask for and accept help. 

In his practice, the modern well-trained case- 
worker brings to bear on the problems of the child 
a body of knowledge and experience out of which his 
own personal prejudices, insofar as possible, have 
been distilled. He has the conviction as well as 
knowledge that all human behavior is meaningful, 
that people should be helped to carry out their own 
desires when these are socially desirable, that the au- 
thority imposed in a child-welfare worker has “posi- 
tive” uses and is not to be employed in pushing 
people around; that at all times the use of one’s pro- 
fessional self must be objective, disciplined, and 
warm. 

No longer is casework the only method child-wel- 
fare agencies use. Increasingly, agencies are dove- 
tailing their casework with group work in behalf of 
the child with serious problems. These complemen- 
tary ways of working with the child, both as an indi- 
vidual and as a member of a group, are often found 
to be more productive in helping him handle his emo- 
tional and social problems in a more constructive and 
satisfying way. 
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Community organization, too, is becoming an im- 
portant aspect of child welfare. It is evident that 
in planning and providing services for emotionally 
ill and socially maladjusted children, child-welfare 
programs must integrate their efforts with other so- 
cial, health, mental health, educational, court, and 
recreational agencies. These efforts have three ob- 
jectives: (1) to achieve better cooperation in meet- 
ing the varied needs of each child; (2) to promote 
services that are lacking; and (3) to anticipate and 
prevent the beginnings of social and emotional ill- 
ness in children. 

These, then, are some of the important directions 
child-welfare work is taking as the first 20 years of 
federally aided public programs are rounded out. 
Of course their routes are traveled to a greater or 
lesser degree by the advance guard of agencies and 
workers. Many of those who lag do so, not because 
of lack of vision, but because of inadequate public 
understanding and financial support. 

The miracle is that so much has been accomplished 
with so little. Throughout their history, Federal 
grants, when divided among 53 departments of pub- 
lic welfare, have been modest, indeed. The lion’s 
share of State and local funds have had to go to meet 
the cost of supporting children in foster care. The 
burden of this cost is far from equally shared between 
the three levels of government. When the Federal 
Government assumes its rightful share of this long- 
time and integral part of child-welfare programs, 
helping to make improved services and facilities 
available to all children who can benefit from the 
varied forms included in the single term “foster care,” 
then both health and welfare programs for children 
will be able to move ahead much faster. 

One fact, above all others, behind such progress as 
these welfare programs have been able to make in 
the past deserves emphasis. They have held high 
the torch for professional competence on the job. 
Many State agencies have done a heroic job of staff 
development, through training on the job and 
through underwriting graduate education. 

Since 1950, from 7 to 10 percent of Federal child- 
welfare funds have been used for training workers. 
Forty-five percent of all child-welfare workers em- 
ployed by States have one year or more of graduate 
professional education. Most of the remaining 55 


percent are at least college graduates. The goal for 
the States continues to be 2 years of professional 
education for all. 


The Job Ahead 


What is the wave of the future for these services 
for children ? 

Its curve, direction, and momentum have been ex- 
cellently forecast for itself and its affiliates by the 
Child Welfare League of America. Out of 2 years 
of searching and effective self-study has come an 
admirable publication, “Today and Tomorrow,” 
which merits the study of all who are working in this 
field. 

The ideas that follow have been suggested and re- 
freshed by the League’s “look ahead.” 

1. There still is a big job to do in bringing the 
most backward child-welfare program up to the level 
of the most advanced, and to extend the most ad- 
ranced so that the many thousands of families and 
children who need help, in cities as well as in rural 
areas, can get the best. 

2. There is still a vast body of State laws on statute 
books that have been long outmoded by new knowl- 
ledge and practice. These urgently need to be 
brought up to date in line with modern professional 
thinking. 

3. Much remains to be learned about ways of de- 
tecting social and emotional ill-health in children, 
about poor relationships between children, about 
effective methods of reaching people, about the na- 
ture of purposeful relationships among people. 

4, Child-welfare programs will move ahead more 
constructively if they ally themselves continuously 
with services for children under other auspices; with 
those attending to the education of exceptional chil- 
dren; with those providing mental health, child 
guidance, and parent education programs; with 
medical services and health programs; with pro- 
grams for family and community recreation; and 
with agencies dealing with delinquent children. 

5. Everlastingly, child-welfare workers must help 
to shape public attitudes: (1) toward accepting the 
principle that child-welfare programs are for all who 
need them, regardless of income or other considera- 
tions and (2) toward giving these programs more 
adequate financial backing. 
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CHILDREN AND THE ASSISTANCE 
AND INSURANCE PROGRAMS 


ANNE E. GEDDES 


Research Worker, 


Russell Sage Foundation, and School of Social Welfare, University of California, Perkeley 


NLY IN THE PERSPECTIVE of the past 

20 years is it possible fully to appreciate the 

tremendous contribution of the Social Security 
Act to the economic support of children. Since 1935, 
when the first social security legislation was enacted, 
more than $8 billion have been spent for the mainte- 
nance of millions of families under two programs 
with provisions specifically designed to afford eco- 
nomic security for children deprived of parental sup- 
port or care. These are the aid to dependent chil- 
dren’s program, financed from Federal, State, and 
local funds, and the federally administered program 
of old-age and survivors insurance, financed from 
payroll taxes levied by the Federal Government on 
employer and employee alike. With respect to chil- 
dren, these two income-maintenance services have 
the same major objective: To enable the family 
deprived of its regular support to hold together so 
that the child may have as normal a family life as 
possible. 

In addition, other income-maintenance services 
authorized by the act contribute significantly to the 
well-being of a substantial segment of the child 
population. Old-age insurance benefits as well as 
assistance for the aged, blind, and permanently and 
totally disabled, lift a heavy burden from the 
shoulders of parents in low- and moderate-income 
families who otherwise would find it necessary to 
support the older as well as the younger generation. 
Unemployment-insurance benefits afford an economic 
underpinning for families when a labor-force mem- 
ber is out of work and thus add to the stability of 
family life. For countless children these measures 
make possible a higher standard of living and a 
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higher educational level than would otherwise be 
attainable. 

Federal legislation relating to aid to dependent 
children is an outgrowth of State enabling laws for 
“mothers’ aid” or “widows’ aid” which were enacted 
in 46 States between 1911 and 1934 and were com- 
monly permissive with the counties. Special legis- 
lation for supporting needy children on loss of. the 
main breadwinner emerged as part. of a broader 
movement to break away from the old poor laws and 
to grant aid on a more self-respecting and stable basis 
to certain needy groups beyond the limits or on the 
fringes of the labor force. The Federal-State pro- 
grams for dependent children were influenced not 
only by these early mothers’ aid programs but by 
experience under temporary legislation with Federal 
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grants to States for emergency relief in the depres- 
sion years 1933-35. 

The decision of the Federal Government to as- 
sume a Share of the responsibility for financing aid 
to dependent children on a continuing basis has re- 
sulted in greatly strengthening and extending State 
programs for dependent children. When Nevada’s 
recently enacted law goes into effect, such aid will 
be available in all local subdivisions of the Nation. 
Under the earlier State enabling laws less than half 
of the counties authorized to administer mothers’ aid 
actually had programs in operation. For the most 
part the early programs were financed entirely from 
local funds, which often were grossly inadequate and 
unstable. Conditions of eligibility, moreover, were 
generally relatively restrictive. 

In contrast to direct financial aid, broad social- 
insurance protection for children is a comparatively 
new development in the United States which emerged 
with recognition of the importance in an industrial 
economy of protecting earners and their dependents 
against economic hazards. While the original So- 
cial Security Act provided only for retirement bene- 
fits in old age the 1939 amendments authorized bene- 
fits to children under 18 of retired or deceased 
workers. The first OASI benefits were paid in 1940. 


Persons Served 


Aid to dependent children, which, when the Ne- 
vada law takes effect this year will be granted with 
Federal help in all States, the District of Columbia, 
Alaska, Hawaii, Puerto Rico, and the Virgin Islands, 
provides cash income on the basis of individually 
determined need to children in families who are de- 
prived of support or care by reason of the death, 
mental or physical incapacity, or continued absence 
from the home of either parent. To be eligible for 
aid with Federal participation the child must be 
under age 16, or 18 if he is regularly attending 
school. In addition, the child must be living with 
a parent, grandparent, brother or sister, uncle or 
aunt, or other close relative. 

In old-age and survivors insurance, with a nation- 
wide spread, benefits are provided as a matter of 
right, without any test of need, for a child under 
18 on the death of the father, or of the mother if 
the child has been dependent on her for support. 
The deceased parent, of course, must have had in- 
sured status, which may be acquired with as little as 
114 years of covered employment within the 3 years 
preceding death. A child of an aged father or 
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mother receiving old-age benefit is also en- 
titled to a benefit. Benefits are usually paid to tie 
mother in behalf of the child of the deceased worker 
but may be paid to someone else who will be re- 
sponsible. for using the benefit in his best interest. 
Although practically all children with benefits 
are in a family setting some few are living in 
institutions. 

Both programs provide some support for the 
mother. In ADC a needy mother or other close rel- 
ative with whom the child lives may receive aid. 
The mother of a child entitled to an OASI benefit 
may have one in her own right until the child 
reaches age 18, if she does not remarry and has no 
substantial earnings. 


Program Coverage 


Although the general pattern of State ADC pro- 
grams is set by the Social Security Act, the act never- 
theless affords the States wide latitude for deter- 
mining who shall be eligible for aid. It does not de- 
fine many of the basic requirements for eligibility, 
such as “need,” “incapacity,” and “continued absence 
from the home,” but leaves them as highly elastic 
concepts to be construed narrowly or broadly. 

Similarly a State may establish narrow or broad 
provisions relating to age, school attendance, and the 
specified relatives with whom the child may live. 
Although the act permits a State to impose a State 
residence requirement of 1 year and a requirement 
of United States citizenship, 10 States do not re- 
quire any specified period of residence in the State; 
Texas, a border State, is the only State to require 
United States citizenship. States have the option 
of establishing other conditions of eligibility pro- 
vided that they do not contravene the Federal act. 
Among State-imposed conditions of eligibility are 
some relating to employability or employment status 
of the parents or children, “suitability of the home,” 
“fitness of the parent,” and, in the case of desertion 
or abandonment of a child by a parent, the filing of 
a complaint by the remaining parent to compel 
support. 

In contrast, under the social-insurance program, a 
child’s entitlement to benefits is based on the par- 
ent’s work record in covered employment and is thus 
determined on a uniform basis throughout the Na- 
tion. Today 9 out of 10 workers are compulsorily 
covered under the system or are eligible for cover- 
age under special arrangements. Because of past 
limitations on types of work covered, however, old- 
age and survivors insurance has not in the past 
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afforded equal protection to children in all parts of 
the country. 
The original Social Security Act covered indus- 


trial workers mainly. Farm operators and farm 
workers, domestics, the self-employed, Government 
workers, and certain other groups were excluded 
from coverage until the more serious gaps were 
plugged by the combined effects of the 1950 and 1954 
amendments. In future years orphaned children in 
different sections of the country will have substan- 
tially equal chance to qualify for child’s benefits. 
The agricultural South, particularly, has been heav- 
ily penalized by the earlier exclusion of farm groups. 

In December 1954, more than 1.6 million children 
in nearly 600,000 families were receiving aid to de- 
pendent children—29 per 1,000 under 18 in the Na- 
tion’s population. In nearly nine-tenths of the 
families the mother or other caretaking relative also 
received aid. In Puerto Rico, which has very lim- 
ited economic resources and widespread poverty, the 
rate was 107 per 1,000; at the other extreme, in New 
Jersey, which is a highly prosperous industrial 
State, the rate was 9. If Puerto Rico’s meager 
assistance payments (about 10 cents per person per 
day) were more nearly adequate, the rate would be 
substantially higher. New Jersey’s low rate may 
be ascribed partly to its favored economic position 
and its industrial character which has made for 
widespread OASI coverage. It is the only State in 
the Union, however, to limit ADC eligibility to chil- 
dren who are deprived of support or care by reason 
of the death, incapacity, or absence from the home 
of the father only. 

At the end of 1954 nearly 1,200,000 children—or 
21 per 1,000 under 18 years of age—were receiving 
OASI benefits. The State rates ranged from 6 in 
Puerto Rico and the Virgin Islands and 10 in North 
Dakota to 29 per 1,000 children in West Virginia. 
Puerto Rico and the Virgin Islands were not cov- 
ered by OAST legislation until 1950 and hence only 
a small proportion of their paternal orphans are en- 
titled to benefits. West Virginia’s high rate may be 
ascribed in part to the hazards of the mining industry. 


Reasons for Deprivation 


At the end of 1953 death of the father accounted 
for the deprivation of support in over 17 percent of 
the ADC families. In more than 21 percent, the 
father was incapacitated. Estrangement of the par- 
ents ending in divorce or legal separation, separation 
without court decree, desertion, or unmarried parent- 
hood accounted for nearly 54 percent of the families’ 
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dependency. The children were living with a step. 
father not legally responsible for their support in 1 
percent of the families. In the remaining 7 percent 
the father was in the home, in a correctional institu. 
tion, or elsewhere, for example, away seeking work 
or, rarely, in the Armed Forces. 

Of the children receiving OASI benefits at the end 
of June 1954, almost 97 percent were awarded benefits 
on the father’s record. About 9 percent of these 
were children of fathers receiving old-age benefits, 
91 percent were paternal orphans. Of all the pa- 
ternal orphans in the continental United States 53 
percent were receiving OASI benefits. 


Basis of Payment 


States may make ADC payments under aid to de- 
pendent children larger or smaller than the amounts 
specified in the act, but the Federal Government will 
not share in that part of any payment which goes be- 
yond $60 for a family consisting of one adult and'a 
child plus $21 for each child beyond the first. Within 
these maximums the Federal share is four-fifths of 
the first $15 of the average payment per recipient and 
one-half the balance. If a State makes payments 
larger than these amounts, it bears the full cost of the 
excess. As the formula operates, the higher the 
level of payments the lower the Federal share; the 
lower the payment, the higher the Federal share. 

The size of an individual ADC payment is intended 
to represent the amount that a family needs, in addi- 
tion to its other income, if any, to enable it to obtain 
such essentials as food, shelter, clothing, household 
items, and medical care. This amount is ordinarily 
reached by a budgetary measurement supposedly 
calculated to support families at a “health and 
decency,” “maintenance,” or “subsistence” level. 
Actually very few States provide assistance as ade- 
quate as this. Budgetary standards are commonly 
too low and frequently are not the final determinants 
of allowances. 

Because of fund limitations, some States do not 
meet need in full as determined by their budgetary 
standards, but only up to specified amounts that vary 
with family size. In September 1953 a total of 31 
States had set such maximums. Some States estab- 
lished maximums identical with the top amounts to 
which the Federal matching formula can be applied; 
others had maximums that were more or less liberal. 
Twenty-two States limited the total that could be 
paid to a family regardless of size. These family 
maximums ranged from $50 in Mississippi, which has 
the most meager economic resources of any State, to 
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CHANGE IN STATUS OF FATHER IN ADC 


in every 100 families receiving ADC, the father was 


each symbol represents 5 fathers 
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for reasons other. than incapacity 


Death of the father has declined as a factor in the ADC caseload, while the father’s absence from home has increased 


substantially. 


$387 in prosperous California, which has per capita 
income 214 times as large as Mississippi’s. Some 
States permit the maximums to be waived in certain 
instances of exceptional need. 

Under old-age and survivors insurance, survivors’ 
benefits vary according to the insured worker's pre- 
vious level of earnings. The amount of the benefit 
is determined by a formula which is applied to the 
worker’s average earnings up to $350 a month. The 
maximum monthly benefit for a family is $200. If 
there is only one survivor the minimum benefit is $30. 
A widow and 2 children would receive benefits of 
$82.50 monthly if the father’s average wage was $100 
and $197.10 if the average wage was $300. 


Size of Payment 


The average monthly payment per family under 
the aid to dependent children program, including 
both the children and needy adult caretakers, was 
$86.24 in December 1954. The State averages 
ranged from $26.20 in Mississippi to $139.70 in New 
York. In the Virgin Islands the monthly grant 
averaged $23.57 and in Puerto Rico $10.22. Federal 
participation in assistance payments is less liberal in 
Puerto Rico and the Virgin Islands than in the 
States and Territories, despite their smaller economic 
resources, 

There is, of course, wide divergence in the amounts 
paid to individual families. These reflect differ- 
ences not only in the family resources but also in the 
number of recipients per family. In September 
1954, 89 percent of the families on the ADC rolls con- 
sisted of an adult recipient and 1 or more children; 
in the remainder of the families, the needs of the 
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Families not represented above (3 percent or less) received ADC because of the status of the mother. 


caretaker were not budgeted. The average number 
of children per family was slightly under 3. Nearly 
one-fourth of the families had 4 or more children 
and nearly one-fifteenth had 6 or more children. 

In the OASI program families consisting of 1 or 
more children, with or without a dependent adult 
beneficiary, were receiving family benefits averaging 
$69.70 in December 1952. Average benefit amounts 
ranged from $79.30 in Michigan to $56.26 in Missis- 
sippi and $52.06 in Puerto Rico. State differences 
reflect differences in wage levels and the extent to 
which the States’ occupations have been covered in 
the past, as well as variations in family composition. 
Of the family benefits paid in December 1952 slightly 
more than one-tenth were under $30 and less than 
one-half were under $60. More than one-tenth of 
the families had benefits ranging in amount from 
$120 to $168.75. By 1954, the average survivor bene- 
fit for one child was $42.20; for a widow and one 
child, $91; and for a widow and 2 children, $112.70. 

As a result of both the 1950 and 1954 Social Se- 
curity Act amendments benefit levels are now some- 
what higher than in 1952. According to estimates, 
in January 1955 the average benefit for a widow and 
2 children was $126, more than $13 above the 1952 
amount. 


Payments and Price Changes 


Public assistance over the years has proven itself 
remarkably sensitive to price changes. During the 
war years sharp declines in ADC caseloads enabled 
States to raise payments as prices moved upward. 
Amendments to the ADC provisions of the Social 
Security Act in 1946, 1948, 1950, and 1952 liberalized 
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the Federal contribution and helped States to keep 
payments abreast of the rising cost of living in the 
postwar years and even to raise their standards of 
The 
first time provided specifically for Federal sharing 
in assistance for an adult caretaker. 


assistance slightly. 1950 amendments for the 


In contrast, the benefit structure in old-age and 
survivors insurance has until recently been unrespon- 
sive to changes in consumer prices. A benefit once 
awarded is not subject to change unless the act is 
formula. From 
1939-50 no changes in benefit formulas occurred. 


amended to liberalize the benefit 


However, average benefits rose during the period 
because of rising wage levels in the war and postwar 
periods. All benefits have since been liberalized by 
a succession of changes in OASI legislation in 1950, 
1952, and 1954. 


Relation of OASI and ADC 


Supplementary assistance is sometimes needed by 
OASI beneficiaries when there are large numbers of 
children in the family, when there are exceptional 
expenses, such as the need for hospitalization, or when 
the benefit amount At the end of 1953 
about 6 percent of the families on the ADC rolls 
were also OASI beneficiaries. Of the children re- 
ceiving OASI benefits, slightly more than 8 percent 
also were assistance recipients. In 


is small. 


Iowa, Maine, 
Massachusetts, Michigan, New Hampshire, Ohio, 
Vermont, and Wisconsin, one-tenth or more of all 
ADC families had social-insurance benefits. 

The character of the ADC program has been 
changing over the years as its responsibility for pro- 
viding income to families whose chief breadwinner 
has died or is aged has been increasingly assumed 
by the insurance program. In 1942 there were only 
18 child OASI beneficiaries for every 100 ADC chil- 

By 1948 this rate had increased to 49 per 
Now it is 71. 


dren. 
100. 
tions in the next decade the number of child bene- 


With similar economic condi- 


ficiaries in relation to the number of ADC children 
may be expected to rise substantially. 

The result is that to an increasing extent ADC is 
becoming a program for children whose deprivation 
of parental support is the result of the inability or 
failure of a living parent—usually the father—to as- 
Whereas in 1931 about 
82 ADC families in 100 were those of widows, in 


sume a normal parental role. 


1942 there were 37 such families in 100, and in 1948 
there were 24. In 1953 the father was dead in only 


17 families out of 100. Proportionately the number 
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ADC AND OAS! 
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2/ PROGRAM ADMINISTERED WITHOUT FEDERAL PARTICIPATION 

of families with an incapacitated father has remained 
fairly constant, representing a little more than one- 
fifth of all ADC families. But as the proportion of 
families with the father dead has declined, the pro- 
portion of families with a living father absent from 
the home has increased. Such families comprised 
39 percent of the total in 1942, 50 percent in 1948, 
and 59 percent in 1953. 

This changing character of the ADC program has 
led States to develop services related to the major 
problems confronting the types of families now in 
the caseload. Fxperience in the new Federal-State 
program of aid to the permanently and totally dis- 
abled has demonstrated the constructive values of 
thoroughgoing medical diagnoses and the evaluation 
of medical and social information by a team consist- 
ing of a physician, medical social worker, and re- 
habilitation specialist, in planning for treatment, re- 
habilitation, or training of an incapacitated father. 
Greater emphasis is generally being placed on co- 
operation between public-assistance and vocational- 
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rehabilitation agencies in restoring such fathers to 
self-support when possible. 

Welfare officials, the public, and legislators alike 
are disturbed at the increase, both absolutely and pro- 
portionately in ADC families with absent fathers. 
The increase in the actual number of such families 
stems both from increase in the number of families 
with children in the population as a whole and from 
increase in family breakdown generally. The un- 
rest of our time is reflected in high divorce, separa- 
tion, and illegitimacy rates generally. Some persons 
even fear that the availability of aid to dependent 
children provides incentives for family dissolution 
and unmarried parenthood but such an attitude would 
seem to represent a highly superficial view of be- 
havior that has far deeper roots. 

In 1950, Congress amended the act to require a 
State, as a condition to the receipt of Federal funds, 
to notify the appropriate law-enforcement officials 
whenever aid has been furnished in respect to a child 
who has been deserted or abandoned by a parent. 
This provision, commonly referred to as the “Noleo” 
amendment, places no additional responsibility upon 
law-enforcement officials, but the notices aid the law- 
enforcement officials in identifying situations in 
which action should be taken against the absent par- 
ent to obtain support. It is too early to know the 
results of the amendment, which became effective in 
July 1952, but there is evidence that some women 
are unwilling to have the father’s desertion or aban- 
donment reported to law-enforcement officials for 
fear that this loss will lessen the chances of recon- 
ciliation or result in reprisal. 

With the cooperation of State public-assistance 
agencies the Bureau of Public Assistance is now 
conducting a study to determine what some of the 
effects of the notices have been. The study will 
include, but is not limited to, fathers subject to the 
notice requirement. The study will endeavor to de- 
termine what efforts law-enforcement officials and 
public-assistance agencies have made to locate fa- 
thers whose whereabouts is unknown, the extent to 
which support orders have been issued or agreements 
to support made, the extent of compliance with such 
orders or agreements, the use of reciprocal enforce- 


ment-of-support laws, and reasons why complaints 
have not been filed or further action taken. 

Legislators as well as staffs of public-assistance 
agencies are increasingly recognizing the importance 
of social services for families with problems that 
‘cannot be mitigated merely through the maintenance 
of family income. Currently the Bureau of Public 
Assistance and the Children’s Bureau are engaged in 
a joint project designed to assist States in the devel- 
opment of more effective services for ADC families. 
Concern for an expanded concept of the function of 
public assistance is expressed in an administration 
bill now before the Congress which would amend 
the public assistance provisions of the act to make 
clear an intent of encouraging States to provide 
services to help needy individuals attain self-sup- 
port or self-care. 


Need for Skilled Services 


The need for skilled services also exists among 
numerous families receiving survivor benefits. In 
the administration of this insurance program such 
services are sometimes required in selecting the payee 
of the benefit check when the child beneficiary has a 
natural or adoptive parent or close relative to care 
forhim. Such children sometimes also need the same 
kind of protective services provided by child-welfare 
workers to children away from their parents. The 
Bureau of Old-Age and Survivors Insurance is con. 
cerned with sound social policy in dealing with such 
situations and with better coordination of the OAS] 
program and State and community welfare services 
for children in determining the best means of pro- 
tecting the child. Personnel in local field offices 
are becoming increasingly sensitive to the importance 
of referral to social agencies when claimants for 
benefits seek help with problems that income main- 
tenance will not solve. 

Despite the many limitations of aid to dependent 
children and child’s benefits as income-maintenance 
services, their positive values are enormous. 
Through both of these programs millions of families 
have been enabled to remain together with the as- 
surance of at least some income. 
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TWENTY YEARS OF SERVICES 
(Continued from page 126) 


women and girls isas prevalent asever. Professional 
services are still handicapped by severe personnel 
shortages. 

A notable nationwide study of child-health services 
and pediatric education made by the Academy of 
Pediatrics with the cooperation of the United States 
Public Health Service and the United States Chil- 
dren’s Bureau, started in 1945 and completed in 1949,’ 
provided much information on a State-by-State basis. 
Some of the conclusions were : 

“The inadequacy of financial support for pediatric edu- 
cation stands in sharp contrast to the funds available for 
medical services. . . . 

“Another broad generalization is inescapable. Children 
in outlying areas far removed from the medical centers usu- 
ally found in the metropolitan areas do not receive the full 
benefits of modern medical care. . . . There is a time lag, 
and a serious one, between the newer knowledge of the medi- 
cal center and its application to those living in places from 
which the medical center cannot be readily reached... . 
13,000,000 children, one-third of the total child population, 
live in these counties. 

“Thus there are certain outstanding facts which emerge. 
. . . First and foremost is the need for more physicians who 
are well trained in the care of children . . . 

“It is equally clear that the same high quality of medical 
care which exists in and near the medical centers must be 
made available in the remote and rural areas far removed 
from such centers.” 

Yet there is another side of the picture. Divorce 
rates have been declining in recent years. Young 
families have been flocking from crowded city cen- 
ters to the light, air, and grassplots of the suburbs. 
The tremendous surge of interest in parent-teacher 
activities and parent-education opportunities indi- 
cates something of the earnestness with which young 
couples are taking their parental responsibilities. 
Continuous employment opportunities have kept at 
bay the financial anxieties which can make for emo- 
tional tension. 

During the past decade too, ever-widening vistas 
of scientific knowledge have continued to increase the 
efficacy of medical care. At the same time those con- 
cerned with the promotion of health have been broad- 
ening their concept of its meaning from a mere ab- 
sence of disease to a state of positive well-being, 
And, as the body of 
knowledge about ways of helping people with physi- 


emotional as well as physical. 


cal and emotional problems has become steadily en- 
larged, a sharpened realization of the importance of 
various skills in its application has brought about not 
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only improved training in the professions but also 
an increasing trend toward teamwork among them, 

These developments pose both opportunities and 
problems for those concerned with increasing the ef- 
How can new 
knowledge such as that we now have for the control 
of epilepsy, the care of the deaf, the prevention of 
premature birth, be made available in every corner of 
the United States, no matter how remote? How can 
community interest be aroused to see that the new 
knowledge is applied where needed ¢ 


fectiveness of services to children. 


How can more 
exact knowledge be obtained about the causes and 
cure of such complicated problems as juvenile delin- 
quency? How ean a high-standard program of 
foster family or special group care be made every- 
where available for those who need it? What pro- 
tections would be needed to prevent needless removal 
of children from their own homes? How can we 
develop adequate health and social services in local 
communities for mentally retarded children? 

Hlow can more young people be induced to go into 
the professions serving people? How can available 
personnel be more effectively used? How can the 
new interest in the emotional side of health be used 
to help children and young people find constructive 
ways of handling insecurity / 

These are urgent and exciting questions with their 
answers hidden in knowledge yet to be achieved and 
Just as 
urgent, though without the appeal of the new and 


in skills to be still more keenly sharpened. 


adventurous, is the old, familiar question: How can 
we more consistently apply what we already know? 
In spite of the push given to better services for chil- 
dren during the past 20 years, cold figures betray 
the existence of gaping chasms of unmet need. 

In the past 20 years world-shaking events have 
shattered the complacency of earlier years and 
brought stresses and strains that have deeply dis- 
turbed our individual and aggregate sense of se- 
curity ; but these events have also brought wonderful 
evidence of the staying powers of the human spirit. 
Their lesson for all those concerned with the well- 
being of children is that the greatest gift that can 
now be made to a child is to help him build up his 
potential inner strengths so that he may learn to 
live courageously with the anxieties history has be- 
queathed him. 


‘American Academy of Pediatrics: Report of the Coml- 
mittee for the Study of Child Health Services. New York: 
Commonwealth Fund, 1949. 270 pp. 
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Program, 1952. 


Nationwide data by diagnostic cate- 
vories of the 238,000 children who re- 
ceived service under State crippled 
children’s programs in 1952 are ana- 
lyzed in this report. State figures are 


also given for eight selected diagnostic 


Lroups. 
Educational Leave in the Publie 
Child Welfare Program, 1953. No. 26. 


wo. pp. 


Leave of absence for study was 
granted to 555 employees of State or 
local child-welfare agencies in 44 
States during the vear ended August 
1, glint, according to this report. 
Nearly half of these became second- 
year students at graduate schools of 
social work. More than 9 out of every 
lof the persons on leave came back to 
work with the agency that had granted 


the leave 

Children Reece iving Casework Serr 
wes, June 1952. No. 27. WDD. 17 pp. 
First of the Statistical Series to re- 


port data on services provided to chil- 
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dren by public and voluntary child- 
welfare agencies, this report estimates 
that 400,000 children in the United 
States were receiving such services on 
June 30, 1952. 
served by public agencies, 36 percent by 
Some 170,000. of 
were in foster-family 
homes, mainly boarding homes. 


Sixty-four percent were 


voluntary agencies. 
the children 


Juvenile Court Statistics, 19538. No. 


28, 1955. 12 pp. 


Delinquency cases reported by juve- 
nile Courts in 1958 increased by 13 per- 
cent over the number in 1952, says this 
issue, adding that 1953 was the fifth 
consecutive year of increase. An esti- 
mated 435,000 children (2.3 percent of 
the United States population aged 10 
through 17) came to the attention of 
juvenile courts in 1955 because of de- 
linquent behavior. 


INFANT CARE. Department of 
Health, Education, and Welfare, So- 
cial Security Administration, Chil 
dren’s Bureau. CB Pub. 8S. 106 pp. 
155. 15 cents. 


This is the tenth edition of Infant 
Care, which first came off the press in 


1914. It includes a new section on the 
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cause of a new layout this edition is 
about 40 pages shorter than the pre- 
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and Welfare; Public Health Service, 
National Institutes of Health, Na 
tional Institute of Mental Health, 
PHS Pub. 413. 1955. 292 pp. $2. 


Advisory Council. 


Designed to help those who seek to 
improve the scientific basis for mental- 
health programs and to evaluate their 
effects, this report presents an extensive 
annotated bibliography on theory, 
method, and studies in evaluation, along 
with observations and suggestions based 
on analysis of the studies. The recom 
mendations include: that agencies in 
volved in evaluation of a program plan 
early for common understanding and 
cooperation, and that evaluation be a 
continuing process; that investigators 
become better acquainted with studies 
completed and current, other than their 
own: that investigators undertake care- 
ful exploratory studies directed toward 
new hypotheses, rather than continuing 
to accept untested concepts as axio- 
inatic: that the methodology and the 
criteria employed be improved to meet 
the special requirements of evaluation 
in mental health. 
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